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THE MONTH 


‘DisEasEs of the ear, nose and throat’, the subject of our symposium this 
month, play a large part in general practice—particularly at this time of the 
year. The introduction of the sulphonamides and antibiotics 

The has removed the danger of the dreaded complications, but 
Symposium the residuum can present the practitioner with many a 
ticklish problem. Not the least of these is chronic nasal 

catarrh, the subject of the opening article, and otitis externa can prove 
equally difficult to cope with. As both Mr. Munro Black and Mr. Godfrey 
Collins stress, the secret of success is usually a careful history and examina- 
tion. Chronicity is the bane of otorhinolaryngology and, as Mr. G. A. Fraser 
points out, ‘the correct management of acute sinusitis is not only important 
from the point of view of halting the progress and spread of the infection, 
but even more so for the prevention of chronic disease’. ‘Pharyngitis’ is one 
of those medical terms which slips so glibly off the tongue of both doctor 


and patient but, as Mr. H. D. Fairman so aptly shows, this diagnostic label 
can cover a multiplicity of pathological lesions, the elucidation of which in 
an individual case may tax the practitioner’s ingenuity to the utmost. The 
remaining two articles in the symposium—that on otosclerosis by Mr. 
Terence Cawthorne, and that by Mr. W. A. Mill on cancer of the larynx— 
bring to the reader authoritative reviews of two of the most important 
problems in the whole of this field. 


WE make no excuse for reverting to the thorny subject of the nation’s drug 
bill. Not because doctors are primarily responsible for its consistent growth, 
but because it is they who should set an example and make 
Doctors absolutely certain that they are not spending a penny more on 
and Drugs drugs than is absolutely essential. The very freedom of pre- 
scription that the profession is allowed under the National 
Health Service is a cogent argument in favour of a careful watch on pre- 
scribing costs by the practitioner every time he completes and signs an 
E.C.10 prescription form. 
That the bill could be cut without any harm to the patient has been amply 
demonstrated on more than one occasion: Davidson and Richmond (Lancet, 
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1958, ii, 570), for instance, showed that, if ferrous sulphate were prescribed 
in preference to ferrous gluconate and ferrous succinate, the saving to the 
National Health Service in Scotland alone would be in the region of 
£40,000 a year. Equally convincing evidence of how money can be saved has 
now been adduced by William Evans (Lond. Hosp. Gaz., 1959, 62, suppl., 
p.ii). An analysis of 14 common medicines (e.g. aspirin, aminophylline, 
digitalis) prescribed at The London Hospital in one year showed that the 
sum of {£3,900 had been saved by supplying official, as opposed to pro- 
prietary, preparations. This, of course, is but one aspect of the problem. 
Equally important is the question as to how often drugs are being prescribed 
when there is no real call for them. Part of the problem here, as Evans notes, 
is the current ‘unwarranted faith in medicines’ resulting from the ignorance 
of the younger generation of practitioners of the natural history of a disease 
or ailment. ‘Doctors entering medicine in the “post-antibiotic era’’’, he points 
out, ‘hesitate to believe that pneumonia, for instance, ever resolved from good 
nursing and occasional sips of brandy, but it is true; or that tonsillitis cleared 
satisfactorily from an aspirin gargle but it did, and it does now, if afforded 
the chance’. This, of course, is an aspect of the problem for which our 
medical schools must bear full responsibility. A little less talk about flam- 
boyant schemes of medical education in glorious technicolour, and a little 
more insistence upon the hard facts of medical practice would go far towards 
reducing the nation’s drug bill. 


‘MEDICAL care is not complete until the patient has been trained to live and 
to work with what he has left’. In these words Dr. Howard Rusk, in his 

article on ‘Advances in Rehabilitation’ in our Octo- 
Rehabilitation ber issue (1959, 183, 505), admirably summed up the 

modern concept of rehabilitation. Old ideas die hard, 
however, and there is ample evidence that all too often rehabilitation is still 
regarded in the narrow sense in which it was used after the 1914-18 War. 
In 1954, for instance, out of a total of 809,000 persons incapacitated by sick- 
ness, over 370,000 had been away from work for more than six months, and 
130,000 of these had been away for over five years. On paper many facilities 
exist for dealing with the problem but in practice these are not being used to 
anything like their full extent. 

It is for this reason that the Minister of Health is to be congratulated on 
his decision to send to every practitioner providing general medical services 
in the National Health Service a copy of the memorandum on ‘Rehabilitation 
of the Sick and Injured’ prepared by the standing medical advisory com- 
mittee for the central health services council of the Ministry. This sum- 
marizes the facilities available through the hospitals, local authorities and the 
Ministry of Labour. One of the interesting points brought out in this 
memorandum is the excellent work being done in the industrial rehabilita- 
tion units, of which there are now 13 in England and Wales, Of the 10,000 
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people who entered these units in 1956, nearly two-thirds were in satisfactory 
employment or training six months after completing the course. As the 
memorandum points out, most of the statutory provision for rehabilitation 
has come into being in the last fifteen years and ‘there is thus much for the 
general practitioner to learn about the new facilities, and the extent to which 
he can use them in his own practice or must refer his patients to specialized 
agencies’. This memorandum will go far towards enlightening him on this 
point, and it is to be hoped that it will receive the careful attention which it 
deserves. This is definitely not just another piece of N.H.S. ‘paper’ to be 
confined forthwith to the waste-paper basket. It is a document to be studied 
and then filed for repeated reference. 


Mucu is heard of the political and economic problems facing the African 
communities these days. Little is heard, however, of the many public health 
problems arising from the rapid urbanization that is taking 
African place. It is not only we in this country who have our ‘green 
Urbanization belt’ problems. One of the papers read at the recent meeting 
of the WHO regional committee for Africa was entitled 
‘The reflections of a hygienist concerning green zones’. This was but one of 
several papers, all of which emphasized the need for governments in Africa 
south of the Sahara to pay urgent attention to the planning of towns and the 
provision of essential services so as to ensure that provision is made for future 
expansion as and when the demand arises. 

Already the number of people pouring into the towns from rural areas is 
exceeding the provision of available services and giving rise to water 
shortages, overcrowding of sewage disposal systems and overcrowding of 
schools. Immigrants, usually poor, are prepared to accept lower standards 
and, being inexperienced, are victims of exploitation. As they do not pay 
taxes or contribute directly to the town’s revenue, few towns do anything 
for them, and they end up by forming squatters’ colonies or ‘shanty towns’. 
Equally important is the problem raised by the increasing number of African 
women going out to work all day and leaving their children in the care of an 
‘ayah’. As the ‘ayah’ is always a small child, seldom more than 10 years old 
and usually much younger, and therefore completely irresponsible and 
ignorant of clean habits, the effect upon her infant charges can be disastrous. 
The time has obviously come for action, and in the spirit indicated by one of 
the speakers at the conference. After quoting the current Japanese slogan, 
‘A flush toilet is the first condition of civilized living’, he went on: ‘I am 
unable to subscribe to this completely, as I feel that there was a good deal of 
civilized living in the world long before this admirable convenience was 
invented, from which our own civilization eventually sprang. But it cannot 
be too strongly emphasized that to acquire a standard of clean habits, as well 
as clean bodies and clean clothes, is an essential part of progress in self- 
respect, citizenship and civilization’. 
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In these days of psychosomatic medicine and controlled clinical triais, 
with their statistical confirmation of the therapeutic value of the placebo, 

there is an enhanced interest in looking back at the methods 
Argonne _ our ancestors used in dealing with disease. A recent review 
Medical by R. Vaultier (Presse méd., 1959, 67, 1376) of medical folk- 
Folk-Lore lore in the Argonne illustrates vividly the range and variety 

of the remedies used in the days of old. Wounds of the 
hands, for instance, were treated by pouring oil on red-hot charcoal and 
holding the wounded hand in the smoke until it was blackened. Burns 
were treated by an ointment prepared by boiling young cabbages in the 
fat of a young pig. Much more complicated was the ointment used for the 
treatment of cancer. This consisted of half a pound of butter straight from 
the churn, half a pound of beeswax, and half a pint of urine. 

For the management of medical conditions the variety of drugs was as 
variegated as in any other part of Europe. Garlic was the great standby for 
cholera—to be hung all over the house as well as eaten—and supplemented 
by rubbing the calves of the legs with nettles. For the enuretic infant, and 
to prevent his soiling the sheets—often the pride of the household—mother 


used a paste made of young mice, or a mattress of male fern. Carrots were 


the popular remedy for the treatment of jaundice—presumably an early 
example of ‘similia similibus curentur’, The religious element, which 
tended to creep into so many of these old remedies, is to the fore in the 
treatment of fever, which consisted of eating eggs laid on Good Friday. 
What happened if the fever developed around the New Year is not divulged. 
It also entered into the treatment of toothache, for which two remedies 
are mentioned: never to eat meat at Easter, and to carry about on one’s 
person the tooth of a deceased person. Somewhat more esthetic is the 
recommended wearing of ear-rings by children for the treatment of eye 
trouble—a superstition which still persists in many parts of this country. 
Considerably less esthetic is the remedy for a painful ear—to pour a small 
amount of the urine of the wild boar into the ear. 


THANKS to the wholehearted cooperation of our printers we hope to be able 
to revert to our traditional day of publication—the first of the month—with 
our January issue which will be a Special Number devoted to 


Time ‘Sedatives, Tranquillizers, and Analgesics’. To make up for 
Regained lost time has proved far from easy but readers will have noted 

that we have been able to publish a little earlier each month 
since we resumed publication after the dispute in the printing industry. We 
trust that with the advent of the new year we shall be able to revert to, and 
maintain for many years to come, our previously almost unbroken record of 
reaching our readers on the first of the month. 
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CHRONIC NASAL CATARRH 


By J. I. MUNRO BLACK, M.D., M.S., F.R.C.S. 


Assistant Surgeon, Ear, Nose and Throat Department, Royal Victoria Infirmary, 
and Surgeon, Ear, Nose and Throat Hospital for Children, Newcastle upon Tyne 


‘Ir’s the catarrh’. How often must this be heard by a doctor as the persistent 
complaint of some patient, all the more insistent because it does not seem to 
produce much interested response. Alternatively, how often is it heard as a 
hopeful reassurance to a patient with a vague complaint whose doctor 
can think of nothing else to say. 


DEFINITION 

But, of course, it all depends upon what we mean by ‘the catarrh’. The 
word means a flowing down, and medically has been used to indicate 
the essential characteristics of inflammation in a mucous membrane, the 
most notable evidence of which is swelling and production of excess fluid. 
So far as the patient is concerned nasal catarrh should cause trouble by 
swelling of the mucosa with resultant obstruction to the airway and produc- 
tion of fluid which will be noted as a discharge from the front or back 
of the nose. This is particularly true for acute nasal catarrh, but when the 
condition becomes chronic, or of long duration, there may not be much 
swelling and fluid excess will be the main trouble. On the other hand, there 
are other causes of nasal obstruction in which no inflammation is present 
and are thus not nasal catarrh. 

It is therefore wise to limit the use of the word to mean an over-production 
of fluid, usually with an excess of mucus present, or perhaps purulent 
and consequent upon inflammation of the mucous membrane. The patient 
uses the word ‘catarrh’ to describe a sign or symptom or, as is only human, 
to describe what he thinks is the cause of his trouble. The doctor from whom 
help is sought must be quite sure that he appreciates accurately what is the 
patient’s complaint, and only then can he proceed to look for a possible cause. 


HISTORY 

We must in the first place accept a difference between children and adults. 
A child rarely makes any personal complaint of disability but must be 
noted by others, usually the mother, as having some abnormality and brought 
for advice accordingly. Unless this responsible person knows what is normal 
and abnormal, it is possible that an abnormality will be left without help 
being sought. As has already been pointed out, chronic nasal catarrh is a 
much abused term of often vague meaning, and unfortunately a real nasal 
catarrh is so usual in some communities as to be accepted almost as normal. 

The normal nose does not have an excess of fluid. On arising in the 
morning there is often a period of nasal obstruction and excess production 
of clear mucoid fluid, perhaps associated with sneezing and suffusion of the 
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eyes. This passes quickly and is so usual in our mode of indoor life as to be 
nearly normal. Otherwise any chronic excess of fluid in the nose, and quite 
likely elsewhere in the respiratory tract, is abnormal. Simple nasal obstruc- 
tion in the child, probably due to enlarged adenoids, does not show catarrh. 
The essential feature of catarrh is moisture, and the doctor must be quite 
clear about this when taking a history. 

Excess of moisture in the upper respiratory tract of babies is common 
when teething and not perhaps abnormal, but the preserice of muco-pus 
is abnormal and must not be left to become a chronic disability. When 
obtaining the history of chronic catarrh in older children it is common 
for the mother to trace the trouble right back to the first year of life, and 
to recollect seeking medical advice but being reassured that it was ‘just 
the catarrh’ and not abnormal. Therein may lie the origin of many almost 
incurable chronic respiratory catarrhs. 

In the adult matters may be more complicated, but it is essential to limit 
the patient to a description of what is thought to be abnormal, and not 
confuse the picture with personal ideas about the possible cause. In the case 
of chronic nasal catarrh, the subject of this article, the condition will have 
been present for a long time, but we must know about any variations or 
periodicity during a day or by season. It may be possible to ascertain the 
beginning of the trouble, such as after a bad cold in the head or general 
respiratory infection, but often the patient will not remember the early 
stages. Often the trouble is worse the first thing in the morning, associated 
with the physiological upset common at that time. Some women suffer from 
nasal congestion as a premenstrual disturbance and this may be described 
as catarrh without the real reason being appreciated. Hay fever will be 
seasonal but other similar allergic disturbances do not have any particular 
periodicity. The nasal mucosa responds to emotional disturbance, especially 
during crying, and so a more chronic general upset may manifest itself by 
nasal obstruction and discharge—again often described as catarrh. 

There must be no confusion between obstruction and catarrh, although 
they may coexist, and we must not limit the history to the upper part 
only of the respiratory tract, but question also about bronchial catarrh. 
The two are often inseparable and dealing with one without the other will 
be unsatisfactory. A final point in the history is whether the trouble is 
unilateral or bilateral. Usually chronic nasal catarrh means a bilateral 
trouble, but not always necessarily so. To avoid such confusion it is most 
important that the patient should be made to describe accurately just what 
is abnormal—and, if possible, in some detail. The object of taking a history 
is to find out just what the patient believes to be abnormal, and it is wise 
to avoid the use of the word catarrh in view of its variety of meanings to 
different people. 


EXAMINATION 
It may be possible for the patient to demonstrate the complaint of nasal 
catarrh by just blowing the nose and producing the ‘catarrh’ for the doctor 
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to see. In the same way, bronchial catarrh can be revealed by coughing, 
when it will be obvious whether or not moisture is present. The normal 
respiratory tract is dry. If the patient can produce a thick purulent dis- 
charge from both nostrils, that is enough of an abnormality to warrant a 
diagnosis and treatment. A unilateral purulent nasal discharge in a child is 
often caused by the presence of a foreign body which should be looked for. 
Actual examination of the nasal cavities requires some means of illumination 
by either a head lamp or head mirror and a simple nasal speculum. This may 
reveal swelling and congestion of the mucosa with excess of secretion, 
perhaps muco-purulent and characteristic of inflammation. Or the mucosa 
may be pale and swollen causing obstruction, and with the presence only 
of clear fluid in excess, and characteristic of an allergic disturbance. Probably 
some of this fluid can be collected for further examination if thought 
desirable. Microscopic examination is likely to confirm the presence of 
polymorphs and bacteria in muco-pus and perhaps eosinophils in the watery 
secretion of an allergic disturbance. Bacteriological examination may reveal 
the presence of an invading organism and its nature. 

When muco-purulent catarrh is present it is most unlikely that the 
trouble is confined to the nasal mucosa; the real trouble is probably in the 
paranasal sinuses. It may be possible to see evidence of trouble in the 
ethmoid regions, but more important are the maxillary antra. Trans- 
illumination and x-rays can help, but are often misleading, and the only way 
of knowing definitely whether or not sinusitis is present is by antral puncture 
and lavage. This is often possible with the aid of local anesthesia, but a 
general anesthetic may be required, especially, of course, for children. The 
importance of this examination cannot be over-stressed, and it should play 
an essential part in the investigation of any case of chronic nasal catarrh or 
chronic bronchitis, except, perhaps, in those cases in which the purulent 
nasal catarrh is so obvious that it should be equally obvious that chronic 
sinusitis is present. When the history is of catarrh there may be little 
abnormality to see in the nose and yet sinusitis is probably the cause of 
the whole trouble. Even when there is definite evidence of an allergic dis- 
turbance it is surprising how often the maxillary antra are found to contain 
pus. It will be realized as well that complete examination of the upper 
respiratory tract in a child often requires the aid of general anzsthesia, 
especially as it entails digital examination of the nasopharynx regarding 
possible enlarged adenoids, and proof puncture of the maxillary antra. 


DIAGNOSIS 
It will now be appreciated that chronic nasal catarrh should not be accepted 
as an entity for diagnosis. It is merely the sign and symptom of some trouble, 
which is likely to have been fo-ind by correct examination. When thinking 
of differential diagnosis it is wise to consider first what is most important 
rather than what is most likely. Chronic sinusitis comes to mind, but in 
some cases the possibility of a neoplasm will be present. An allergic dis- 
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turbance should be diagnosed after adequate history and examination, not 
forgetting the possibility of superadded infection. An inhaled irritant may 
cause the trouble, producing inflammation just as an infecting organism may 
do so. In later life atrophic changes in the nasal mucosa often lead to excess 
of watery discharge, and nothing else will have been found. 


ETIOLOGY 

Having accepted that some abnormality is present, it is important to know 
if possible what caused it, because the correct management is to remove the 
cause. After all, that is what the catarrh is for, to remove the invading cause 
and allow resolution to normal. Mention has been made of the unilateral 
foreign body, but in the case of purulent catarrh the cause will be an 
invading organism. Experience has shown that in cases of chronic nasal 
catarrh, or more correctly chronic maxillary sinusitis, the causal organisms 
are likely to be pneumococci and H. influenzae. Hay fever, of course, has a 
definite cause, but there are many more cases of allergic nasal troubles for 
which a cause cannot be found. Many sources of nasal irritation are 
commonly present in our normal life, two of the most common being 
smoking and atmospheric pollution in our towns and homes. 


TREATMENT 

It has already been mentioned that the catarrh is nature’s way of attempting 
to remove the cause and allow recovery to normal. In the case of chronic 
nasal catarrh it is obvious that this mechanism has failed. One approach 
to treatment can be to assist this mechanism, and such is the basis for using 
nasal drops or sprays which shrink the nasal mucosa or perhaps allow freer 
drainage from the sinuses. The same principle applies to breathing exercises 
and postural coughing for more general respiratory catarrh. If any of these 
aids are to be of use they will do their job in a few days, and must not be 
prolonged for many weeks. Many of these chemicals are irritants as well, 
and prolonged use damages the nasal mucosa to a notable extent. 

Unfortunately, both patients and doctors alike often accept the vague 
term ‘catarrh’ as a diagnosis and, without proceeding to examination to 
determine a cause, institute treatment by nasal drops. Not knowing what 
else to do these are persisted with until further advice becomes necessary 
for the damage resulting from such prolonged trauma to the nasal mucosa. 
Usually this is manifested by a notable nasal obstruction due to mucosal 
swelling. An equal waste of time is to persist with postural coughing when 
the basic lesion is an undiagnosed and untreated chronic sinusitis. 

When the cause of the catarrh is bacterial, the other principle of treat- 
ment is to remove the bacteria by killing them im situ, and this is the place 
for the antibiotics. Should pus be present in the nose and persist for a long 
time, it is justifiable to give general antibiotics without further examination. 
If there is no improvement in one or two weeks, then further examination 
is necessary—bacterial and surgical. This applies particularly to the so-called 
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prophylactic treatment often offered in cases of nasal catarrh, whereby a 
patient continues long-term small dosage of some antibiotic. If full dosage 
does not cure the condition, there is little hope of small recurring doses 
doing any good, and certainly no excuse for instituting such measures before 
the patient has been fully examined and a correct diagnosis is known. 

In some cases it is still necessary to drain the maxillary antra before the 
antibiotics can be successful. Unfortunately, cases are still seen in which 
all efforts at treatment fail. Often there is an accompanying incurable 
suppuration in the lungs associated with bronchiectasis. It is especially in 
these cases that there is a history of respiratory catarrh since the first year 
of life, and in which the great hope for the future must be in prevention. 
That is why a complaint of nasal catarrh in a baby must not be ignored. It is 
unlikely that there is such a thing as hereditary respiratory catarrh, but 
there are some congenital factors involved in disturbances of the respiratory 
mucosa. Vitamin deficiency in the pregnant mother and young baby lowers 
the resistance to respiratory infections. Prevention and help should be 
possible. In addition to this, a purulent catarrh demands treatment by 
general antibiotics in the absence of natural rapid resolution. It is known 
that most of the serious and fatal respiratory infections in children occur in 
the first year of life and that correct antibiotic treatment should obviate any 
deaths. Equally should correct treatment of the less serious infections 
prevent chronic respiratory catarrh. Later in child life, it is also equally 
important that all respiratory infections be seen to get better or cured, 
because therein lies another source of chronic catarrh. Although the likely 
basic lesion in such cases is sinusitis, the condition often causes trouble in 
later life as a secondary bronchitis. No-oné really knows how much of the 
problems of chronic bronchitis in the adult has its roots in chronic catarrh 
in childhood. 


CONCLUSION 

In conclusion, it would seem that greater hope of success in managing 
cases of chronic nasal catarrh lies in applying the ordinary principles of 
diagnosis and treatment. In the first place it must be accepted that catarrh 
is a definite thing—the outward manifestation of inflammation of a mucous 
membrane. There should then be some irritant or a cause. A careful history 
and examination, the latter requiring special equipment and some experience 
in its use, should allow of a correct diagnosis. Once it is known just what 
is abnormal and what is the cause, then can treatment become possible— 
probably by removing the cause. Only when this proper examination has 
taken place and no local cause been found, can we think about functional 
disturbances, and certainly there is no justification for treatment until 
history and correct examination have been carried out. When correct treat- 
ment follows a real diagnosis but still fails, then long-term prophylactic 
antibiotics may offer a little help to the patient, but they will not cure. 








THE MANAGEMENT OF ACUTE SINUSITIS 


By G. A. FRASER, M.B., D.L.O. 


Consultant in Otolaryngology, Royal Sussex County Hospital, and Sussex Ear, 
Nose and Throat Hospital, Brighton 


THE correct management of acute sinusitis is not only important from the 
point of view of halting the progress and spread of the infection, but even 
more so for the prevention of chronic disease. A quiescent chronic sinusitis 
may escape notice for a long period, and in the interval seriously interfere 
with the general health. 
ANATOMY 

The anterior group of cells consist of the maxillary sinuses, the anterior 
ethmoidal air cells, and the frontal sinuses. Their ostia open into the middle 
meatus beneath the middle turbinate. The posterior group consist of the 
sphenoidal sinuses and posterior group of ethmoidal cells with their ostia 
draining into the superior meatus. The anterior group of cells are much more 
frequently involved in an infection than the posterior group. 

Maxillary sinus.—The ostium of the maxillary sinus is placed high up 
on the medial wall. There can therefore be little assistance from gravity in 
drainage from this cell, and secretion is removed from the cavity by ciliary 
action. The roots of the second premolar and first and second molars are in 
intimate contact with the floor of the sinus. 

Frontal sinus.—The floor of the frontal sinus is usually very much thinner 
than the anterior wall and tenderness will therefore be more easily elicited 
beneath the supra-orbital margin. Drainage is through the fronto-nasal 
duct. Although this is on the floor of the frontal sinus, the length of the 
fronto-nasal duct tends to lessen any benefit derived from gravity. 

Nasal septum.—lIt is extremely rare for the nasal septum to be in the 
mid-line. Gross deviation to one side produces pressure on the middle 
turbinate and reduces the size of the middle meatus. This may cause 
obstruction of the ostia of the anterior group of cells on this side. A com- 
pensatory hypertrophy of the middle turbinate on the opposite side may well 
produce a similar state of affairs in the unobstructed nostril. In contrast, 
obstruction of the ostia of the posterior group of air cells is rare, and may 
well be one reason for the comparative freedom of noticeable infection in 
these cells during an acute sinusitis. 


ETIOLOGY 

An attack of acute sinusitis can arise from a number of different causes. 

Acute upper respiratory infections—Any acute infection of the upper 
respiratory tract may spread to the sinuses. By far the most common cause 
is spread from an acute rhinitis or influenza, and the disease is therefore 
most frequently met during the winter months. The condition appears to be 
more prevalent during some winters than others. 
December 1959. Vol. 183 (686) 
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Bathing.—During the summer months bathing produces its quota of 
sinus infections. The risk appears to be greater in swimming baths than in 
the sea. Small school baths used by large numbers of children appear to be 
the worst offenders. When offering advice on bathing, differentiation should 
be made between sea bathing and en masse bathing in school baths. 

Dental.—Owing to the close proximity of the teeth, dental infection of the 
maxillary sinuses is of fairly common occurrence. The infection is localized 
to the one sinus. 

PREDISPOSING CAUSES 

General health—Lowered resistance due to poor general health commonly 
precedes an attack of sinusitis. Emotional stresses interfere with the vaso- 
motor control of the nasal functions and reduce the resistance of the nose 
and sinuses to infection. Central heating by drying the nasal mucosa and 
reducing ciliary activity produces the same state of affairs. 

Anatomical.—Increased susceptibility to sinusitis is seen where mechani- 
cal obstructions, such as small ostia, septal deviations and hypertrophied 
turbinates, prevent adequate drainage from one or more sinuses. 

Infective-—Recurrent attacks of acute sinusitis may on investigation 
prove to be flare-ups of an underlying latent chronic sinusitis. In children 
adenoidal obstruction may be the underlying cause. 

Allergy.—Allergic swelling of the nasal mucosa may interfere with 
ventilation of, and drainage from, the sinuses. Infections in the sinuses 
resulting from this are more likely to be chronic than acute. In fact most 
sufferers from allergic rhinitis keep surprisingly free from head colds during 
the winter months. 

BACTERIOLOGY 
Streptococci, staphylococci and pneumococci are the most common organ- 
isms discovered. In the case of pneumococci it has been suggested that a 
latent pneumococcal sinusitis may be a predisposing factor rather than a 
complication of the pneumonitis. Anaerobic bacteria are commonly found in 
dental infections and produce the characteristic offensive discharge found 
in these cases. 
SYMPTOMS 

The picture presented by an acute attack of sinusitis depends upon a 
number of factors which vary from case to case, and in any particular case 
may vary from time to time. (1) The infection may be so mild as to pass 
unnoticed, or (2) so severe that acute anxiety may arise as to whether one is 
dealing with some such dire disease as a meningitis or poliomyelitis. 
(3) All sinuses may be involved (pan-sinusitis) or (4) only one. (5) Drainage 
may be free with little or no pain, or (6) obstructed with marked local 
symptoms. In the presence of concurrent infection in some other part of the 
respiratory tract, the picture may become even more complicated and make 
the establishment of a correct diagnosis extremely difficult. 

Mild infection—Owing to the continuity of the nasal and sinus mucosa 
a degree of infection in one or more sinuses is probably present in a high 
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percentage of head colds. Provided drainage from the affected cell or 
cells is not obstructed, the condition may be symptomless and pass un- 
noticed, being looked upon as a rather severe head cold with profuse nasal 
discharge. In a somewhat more severe infection a dull aching pain develops 
over the affected sinuses. This is aggravated by stooping, coughing, walking 
and movement of the head. It is accompanied by tenderness on pressure 
over the affected cells. 

Severe infections—The onset is usually rapid and may or may not have 
been preceded by a few hours’ history of symptoms of a head cold. The 
temperature rises rapidly to 102 to 103°F. (38.9 to 39.4°C.). There is severe 
toxic headache—usually frontal. Photophobia is present. The constitutional 
disturbance is marked, and tenderness is present over the antra and floor 
of the frontal sinuses. A complaint of throbbing pain behind the eyes would 
suggest that the posterior group of cells is involved. 

Nasal findings.—The mucosa will be seen to be congested and swollen. 
The airway will be reduced, and muco-purulent secretion will almost 
certainly be present, but this may not be apparent until the turbinates have 
been shrunk by application of 5 per cent. cocaine, either in the form of a 
spray or on a cotton-wool carrier. Adrenaline may be used if cocaine is not 
available. After shrinkage, discharge will be seen lying in the middle meatus. 
In a frontal sinusitis pus is usually seen far forward in the middle meatus, 
whereas in an antral infection the anterior part of the meatus may be patent 
and free of discharge. Nasal obstruction may be slight or severe and is 
often alternating. 

If the ostium of one or more sinuses becomes blocked the discharge cannot 
escape, and this will produce local pain of a constant nature only relieved 
by discharge of secretion into the nose. The discharge by now is usually 
purulent, and the pyrexia is likely to be higher than in a case in which 
drainage is free. It should be remembered, however, that, whilst the symp- 
toms of an acute sinusitis may be localized to one cell, other cells may be 
affected but symptomless due to adequate drainage. 

Acute maxillary sinusitis —The local symptoms are pain with tenderness 
over the affected antrum, but on occasions the pain may be referred to the 
frontal area although the frontal sinus is unaffected. 

Acute frontal sinusitis —Swelling of the upper eyelid, particularly of the 
inner half, is common, and tenderness can be elicited by placing the finger 
beneath the floor of the sinus and under the supra-orbital margin and asking 
the patient to press the head forward on to the finger. This method avoids 
the error which can arise if too firm pressure is applied by the examiner 
as this may well produce discomfort over a healthy sinus. For the same 
reason pressure over the supra-orbital nerve as it emerges from the foramen 
should be avoided. 

Acute infection of the ethmoidal and sphenoidal sinuses.—This produces 
pain behind the eyes, or occipital or vertical headaches. 

Dental infections of the maxillary antrum.—The roots of the upper second 
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premolar and first and second molars lie below and in some cases on the 
floor of the antrum. Apical infection can pass easily into the antrum, but 
in the presence of an uninflamed nose and patent ostium, acute symptoms 
are rare. Usually the attention of the patient is first drawn to the infection 
by the unpleasant smell from the discharge as it enters the nose. This fcetor 
is characteristic of a dental infection and is due to the presence of anaerobic 
bacteria. The smell is not apparent to others unless the antrum is washed 
out. 

Acute ethmoiditis in children—During the course of a head cold and 
without any marked constitutional disturbance, infection may pass through 
the very thin walls of the anterior ethmoidal cells into the orbit and produce a 
periostitis or sub-periosteal abscess. Inflammatory changes occur in the skin 
over the inner canthus with associated swelling of the eyelids. With appro- 
priate treatment the condition settles down without causing concern. In the 
absence of such treatment further spread may take place with the develop- 
ment of an orbital abscess or other serious complications. 


DIFFERENTIAL DIAGNOSIS 

Acute pan-sinusitis—The main symptoms are headache and pyrexia. The 
history of a recent upper respiratory infection with pus in the nose and 
tenderness over the antra and floor of the frontal sinus may make the 
diagnosis comparatively easy. In the absence of these confirmatory signs, 
however, a careful assessment of the history and a full examination of the 
patient, including the central nervous system, will be required. Anxiety 
may well arise as to whether one is dealing with an early meningitis or 
encephalitis. The absence of neck rigidity and a positive Kernig’s sign will 
help to reassure one. 

Transillumination is difficult to carry out in an ordinary bedroom, but 
may be helpful if both antra light up clearly, or show definite inequality. 
On the other hand, poor transillumination of both antra may be due to 
thick bony walls and is of no assistance. X-rays of the sinuses will give the 
most useful information, but unfortunately this is rarely practical in a 
patient’s home, and portable x-ray pictures are not very satisfactory. If, 
however, there is difficulty in establishing a diagnosis in a case causing 
concern, every effort should be made to obtain radiographs of the sinuses. 

Acute maxillary sinusitis —The three most common causes of pain over the 
maxilla are: (1) antral infection, (2) dental abscess, (3) trigeminal neuritis. 
A dental abscess produces pain and tenderness over the antrum together 
with swelling and inflammation of the soft tissue of the cheek. The tender- 
ness is more marked in a dental infection and the constitutional upset less 
so. It is worth noting that an antral infection produces no soft-tissue reaction 
in the cheek. An inflammatory swelling over the cheek in a child or adult 
is almost certainly due to a dental infection. In an infant it is almost certainly 
due to an osteomyelitis of the maxilla. In the case of trigeminal neuritis 
there is a history of onset after exposure to cold. Pain is often precipitated 
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by washing or touching the face. There may be very slight swelling and 
redness of the skin of the cheek. During an attack there may be unilateral 
nasal obstruction due to vasomotor swelling of the nasal mucosa. The patient 
is afebrile and there is absence of inflammatory changes in the nose. 

Acute frontal sinusitis —The most common causes of swelling of the upper 
eyelid are: (1) trauma and insect bites, (2) acute frontal sinusitis, (3) an 
intra-orbital infection, (4) cavernous sinus thrombosis. The first is usually 
obvious and is not associated with any constitutional upset. In contrast to 
sinusitis, orbital cellulitis and cavernous sinus thrombosis are also associated 
with limitation of ocular movement, exophthalmos, chemosis and inter- 
ference with vision. Osteomyelitis of the frontal bone produces a soft 
doughy swelling in the scalp over the forehead and is therefore unlikely to 
be mistaken for a simple acute frontal sinusitis. The condition is usually 
secondary to a chronic frontal sinusitis. 


TREATMENT 
The successful treatment of acute sinusitis depends not only upon the control 
of the infection but also upon the re-establishment of ventilation of, and 
free drainage from, the nose and sinuses. If this is not accomplished resolu- 
tion will be impaired and a latent chronic infection may well develop in one 
or more cells which will be much more difficult to treat. 

General measures.—-Unless the condition is very mild the patient should 
be put to bed in a warm, well-ventilated room. Sudden changes of tem- 
perature, such as visits to a cold bathroom, should be avoided, as these have a 
harmful effect upon the nose. The diet should be light and an aperient should 
be given. Pain should be controlled with anodynes. In a severe infection 
antibiotic therapy should be given. It is not usually practical to base this 
upon bacteriological and sensitivity tests, but nasal swabs should be taken 
early in a severe case, as in forty-eight hours’ time they may prove to be 
most valuable. When antibiotics are used empirically penicillin or tetra- 
cycline is probably the best, given in adequate dosage over a sufficient 
period: penicillin, 500,000 units intramuscularly night and morning; or 
tetracycline, 250 mg. six-hourly—in either case over a period of five days. 

Local treatment.—This is mainly directed to restoration of drainage from 
the sinuses by vasoconstrictor solutions which should be applied either in the 
form of nasal drops or of a spray. The nasal solutions to be used should 
be chosen with care. Manufacturers of nasal drops and sprays are now 
becoming aware of the damage which can be done to the delicate nasal 
mucosa by the use of irritating solutions and are adjusting their preparations 
accordingly. There are still, however, preparations on the market—some of 
these very popular with the laity—which do more harm than good. It is sad 
but true that any benefit derived from nasal drops or sprays in the past has 
been more than cancelled out by the harm done in other cases by unsuitable 
preparations which produce a state of permanent nasal obstruction only 
relieved by a further application of the offending solution. 
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An ideal nasal solution should be bland and produce a long-lasting vaso- 
constrictor action without a later vasodilation. Solutions containing sul- 
phonamides, cortisone and antibiotics should be avoided. Ephedrine, 0.5 
per cent. in normal saline, used four-hourly is still among the best although 
there are now several proprietary preparations claiming a longer-lasting 
constrictor action with no subsequent vasodilation which may safely be used. 

After obtaining shrinkage of the nasal mucosa by this treatment an in- 
halation should be given. The warmth and moisture provided by this are the 
important factors, and it is immaterial whether the inhalation contains 
benzoin or menthol. 

The restoration of ventilation of the nose depends to a considerable 
extent upon the moisture content of the room, and this should not be 
allowed to become too low. Central heating, electric fires and gas stoves all 
tend to produce a dry atmosphere, and measures must be taken to avoid 
this either by improving the ventilation or by supplementing the moisture 
content of the air in the room. Boiling an electric kettle in the room several 
times a day is most beneficial. 

Nasal douches are dangerous and should be avoided. The patient should 
also be warned against excessive blowing of the nose as this may lead to a 
spread of infection. It also increases the congestion of the mucous membrane 
and aggravates the nasal obstruction. 

If, in spite of these measures, pain persists and drainage cannot be estab- 
lished, cotton-wool soaked in 5 per cent. cocaine on a wool carrier should be 
applied to the middle meatus. This must be done under direct vision and 
atraumatically and should be repeated several times during the day. 

If this fails to produce drainage further measures are probably best left 
to the rhinologist. An antral infection failing to respond to conservative 
measures may require puncture and lavage followed by insertion of poly- 
thene tubing for further treatment. In the case of an acute frontal infection 
with persistent pain which has failed to respond to simple remedies, urgent 
attention will be required if the risk of intra-cranial spread is to be avoided, 
and may necessitate establishment of drainage through a small bur hole in the 
floor of the sinus. 


FOLLOW-UP 

After the acute symptoms have settled it is important to make certain that 
the infection in the sinuses has resolved completely, and the patient should 
be re-examined after recovery to confirm that the nasal appearances have 
returned to normal. The persistence of nasal obstruction or catarrh would 
suggest that resolution has not taken place, and radiological examination 
is then indicated. If this shows that resolution is incomplete a few antral 
lavages or some minor surgical procedure to improve ventilation and drain- 
age of the infected cells may be needed to complete the cure. Where medical 
treatment has failed, minor surgery can clear up an acute sinusitis, whereas 
even major surgery may fail to cure a well-established chronic infection. 
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By H. D. FAIRMAN, M.B., F.R.C.S.Ep. 
Surgeon, Ear, Nose and Throat Department, United Bristol Hospitals 


THE pharynx is a muscular tube which extends from the base of the skull to 
the crico-pharyngeal sphincter. 


ANATOMY AND PHYSIOLOGY 

It is divided into three parts. The naso-pharynx is situated above 
the level of the soft palate and in its vault are the adenoids; it is part of 
the upper respiratory tract, and into it open the nasal passages and the 
Eustachian tubes, all these parts being lined by a columnar ciliated epi- 
thelium. That portion which can be seen on opening the mouth, and which 
extends from the level of the soft palate above to the upper border of the 
epiglottis below, is the oro-pharynx. In its lateral walls are the tonsils, the 
anterior faucial pillars separating the pharynx from the buccal cavity. The 
oro-pharynx is part of both the upper respiratory and the alimentary tracts 
and is lined by a stratified squamous epithelium. The laryngo-pharynx 
extends from the upper border of the epiglottis to the crico-pharyngeal 
sphincter. Its lower portion lies entirely behind the larynx and forms part 
of the upper alimentary tract; it also is lined by a stratified squamous 
epithelium. The mucous membrane is abundantly supplied with acinous 
mucous glands. Scattered throughout the sub-mucosa of the naso- and 
oro-pharynx are aggregations of lymphoid tissue which may hypertrophy, 
especially when the tonsils and adenoids have been removed. 

During the act of swallowing, the naso-pharynx and the trachea are shut 
off from the oro-pharynx. This is brought about by the raising of the soft 
palate to make contact with a musculo-mucosal circumferential ridge, 
Passavant’s ridge, and by the closure of the supra-glotric sphincter of the 
larynx. Shortly afterwards the crico-pharyngeal sphincter relaxes to permit 
passage of the food bolus into the esophagus. 

The sensory nerves of the oro- and hypo-pharynx are principally the gth 
and roth cranial nerves and therefore referred pain to the ear, through the 
tympanic branch of the glosso-pharyngeal nerve and the auricular branch 
of the vagus, is common in lesions of the pharynx. The naso-pharynx has its 
sensory supply from the sth cranial nerve and trigeminal pain may arise 
from lesions in the naso-pharynx. The pharynx has respiratory, alimentary 
and vocal functions and may be affected in disturbances of these functions. 


ETIOLOGY 
Pharyngitis or inflammation of the pharynx is rarely a primary disease. 
It is associated with, and often secondary to, disorders of function or disease 
of the respiratory and alimentary tracts. Pharyngitis may be caused by 
December 1959. Vol. 183 (692) 
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physical agents, the action of chemicals, infection or atrophy of the mucous 
membrane. There is, however, a considerable number of cases in which 
symptoms are troublesome but physical signs minimal and a diagnosis of 
pharyngitis obscures the fundamental cause, which is the anxiety of the 
patient. In a few cases the making of the diagnosis of pharyngitis delays the 
search for the neoplasm which is the cause of the patient’s symptoms. 


PHARYNGITIS DUE TO PHYSICAL CAUSES 
Radiation.—Following irradiation of the pharynx or mouth for malignant 
disease, and when the acute reaction has subsided, the pharynx is left dry 
and red. This is caused by irradiation atrophy of the secreting cells in the 
main salivary glands and of the many submucous acinous glands of the 
pharynx. The patient complains of the severe dryness and soreness. A little 
sticky secretion may adhere to the hyperemic pharynx and mouth; swallow- 
ing is somewhat impaired and appetite is also affected. ‘Treatment is of little 
avail but frequent sips of fluid assist swallowing and the frequent sucking 
of a sweet tends to keep the pharynx moist by stimulating secretion. Some 
recovery is to be expected in cases of moderate severity, but the disability is 
often permanent. 

Drying.—This occurs with mouth-breathing, especially when the onset 
of nasal obstruction is relatively rapid, so that compensatory mechanisms 
have not had time to develop. Often the red, dry pharyngeal wall is covered 
with sticky muco-pus derived from the naso-pharyngeal infection which has 
caused the nasal obstruction. The dryness is complained of especially first 
thing in the morning and swallowing is impaired both because of the dryness 
and because of the nasal obstruction. Examination of the nose will often 
reveal the cause. 

Vocal abuse—Examples of this are long-continued shouting or even 
singing against a noise at work. Excessive use of the voice, particularly if the 
speaker’s voice is untrained, the so-called clergyman’s throat, produces not 
only hoarseness but a generalized soreness of the pharynx and often a feeling 
of constriction. Examination reveals little except for a generalized hyper- 
emia. Cure quickly follows rectification of the primary cause. 

Scalds.—Young children have been known to drink from the spout of a 
boiling kettle, -but more often the scald is caused by the accidental swallowing 
of some food substance. In such cases the main impact of the injury is on 
the laryngo-pharynx, presumably due to a slight hold-up in this region, 
and also because the mouth and oro-pharynx are more accustomed to hot 
substances. Scalds are accompanied by considerable shock and great pain. 
Blistering and cedema are a marked feature, so that laryngeal obstruction is 
to be feared and a tracheotomy may prove necessary. In the early stages 
little except oedema and possibly vesiculation of the affected parts is to be 
seen. Later a superficial slough develops. Treatment is aimed at relieving 
the shock and pain and the administration of morphine may be necessary 
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although this should be given with caution because of the fear of respiratory 
obstruction. Meticulous mouth toilet and the use of antiseptic lozenges 
minimize infection, and an aspirin gargle, which is subsequently swallowed, 
reduces the pain of swallowing and aids in nutrition. 

Tobacco.—The over-use of tobacco undoubtedly causes a chronic 
pharyngitis. The clinical appearances are those of a hyperemia of the palate 
and fauces and pharynx with some thickening of the parts. The pharynx is 
sore and tends to be dry and there is usually some voice change due to an 
associated chronic laryngitis. 


PHARYNGITIS DUE TO CHEMICALS 
Pharyngitis due to chemicals is usually the result of accidental or suicidal 
swallowing of caustic substances. There is usually burning of the lips, 
mouth and tongue in addition to the pharyngeal lesions. If the patient 
survives the initial shock, treatment is aimed at preventing or curing the 
resultant stenosis. 


PHARYNGITIS DUE TO INFECTION 
Scarlet fever, measles and chickenpox.—In these conditions infection of the 
upper alimentary and respiratory tracts always occurs, of which pharyngitis 
is a part. 

Diphtheria.—The membrane often spreads to the pharynx, from which it 
is detached with difficulty, leaving a raw bleeding surface. Bacteriological 
examination will settle the diagnosis. Antitoxic serum to combat the 
toxemia, and penicillin to deal with the causative organism, will rapidly 
effect a cure. 

Thrush.—This manifests itself as raised whitish plaques or spots distri- 
buted rather unevenly over the cheeks, palate, gums and pharynx. It could 
be confused with diphtheria but the patient is less ill and the patches are 
smaller and less confluent and can be scraped away leaving an inflamed but 
intact mucosa. This infection is relatively common among children. When it 
occurs in adults it is usually a complication of some general debilitating 
disease. I well remember seeing a colleague desperately ill with miliary 
tuberculosis whose main complaint was of his sore throat obviously caused 
by thrush. The infecting organism, the yeast Oidium albicans, can be identi- 
fied in scrapings from the lesions. Cure is effected by meticulous oral toilet 
and the application of 0.25 per cent. gentian violet. 

Glandular fever —An anginose form of glandular fever may be clinically 
indistinguishable from acute follicular tonsillitis and it is only the lack of 
response to antibiotics, and the associated glandular enlargement, which 
lead to the correct diagnosis, confirmed by the Paul-Bunnell test or the 
presence of a mononuclear leucocytosis. 

Acute streptococcal pharyngitis—This is invariably an accompaniment of 
acute streptococcal tonsillitis, but may occur where the tonsils have been 
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removed. There is high temperature, sometimes accompanied by rigors, 
marked malaise, and great pain in the throat especially on swallowing. The 
cervical lymphatic glands are usually enlarged. The pharynx and palate are 
bright red and cedematous, the uvula is especially affected and may be 
enormously enlarged. The parts are covered by a thin purulent discharge. 
An associated acute laryngitis, and often cedema of the larynx, may endanger 
the airway. Other complications are retro-pharyngeal and para-pharyngeal 
abscess, and cellulitis of the floor of the mouth (Ludwig’s angina). The 
management of the case necessitates the nursing of the patient in bed, 
probably in isolation, and the maintenance of the fluid intake—by rectal 
drip and intravenous infusion if necessary. The causative organism should 
be identified and the appropriate antibiotic given. The development of 
abscesses or cellulitis will demand surgical intervention, and respiratory 
obstruction may necessitate tracheotomy. A similar picture can be caused by 
infection with pneumococci or staphylococci. 


ULCERATIVE PHARYNGITIS 
Glandular fever.— Ulceration of the throat may occur in glandular fever. 
This more commonly affects the tonsils than the pharynx. The ulcer 
is irregular and deeply excavated with a sloughing base and little surrounding 
reaction. The diagnosis is made on the presence of fever and lymphatic- 
gland enlargement, the characteristic changes in the white blood cells, and 
the Paul-Bunnell test. 

Vincent’s angina.—The ulceration again is more frequently on the tonsils 
than on the pharyngeal wall. The characteristics of the ulcer are similar to 
those of glandular fever: that is, the ulcer is of irregular shape, may be 
rather deeply excavated with a sloughing base and very little surrounding 
tissue reaction. General symptoms are minimal but there may be a little 
fever, and discomfort rather than pain is experienced. The lymphatic glands 
are not markedly enlarged. There is almost always an associated gingivitis. 
A smear from the lesion will usually show fusiform bacilli in association 
with the spirillium so characteristic of the condition. Vincent’s angina is 
readily cured by penicillin given systemically and reinforced by penicillin 
lozenges to suck, together with meticulous mouth toilet and a hydrogen 
peroxide mouth-wash. The infection tends to relapse, and scaling of the 
teeth, treatment to the gums and occasionally tonsillectomy may be necessary 
before the infection is completely eradicated. 

Agranulocytic angina.—This may occur in the terminal stages of leukemia, 
in poisoning by arsenical compounds accidentally ingested in industrial 
processes or administered therapeutically, following exposure to benzol or 
treatment by amidopyrine, sulphonamides or chloramphenicol. The patient 
looks ill and is usually pale. 

Spontaneous bruising of the skin and mucous membranes is often present. 
The ulceration of the pharynx tends to be extensive, irregular and shallow 
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with marked sloughing and no tissue reaction. Urgent treatment is necessary, 
the principles of which are to remove the cause of the agranulocytosis, to 
combat infection by giving an appropriate antibiotic and to introduce 
granulocytes into the circulation by blood transfusions in the hope that the 
bone marrow will recover its function of producing granulocytes. 

Tuberculosis—In former days ulceration of the pharynx was not in- 
frequently seen in advanced cases of pulmonary tuberculosis. The ulcers 
are irregular with undermined edges and a pale granular base. They are 
very painful. Local treatment of the ulceration consists of insufflation with 
an anzsthetic powder to relieve the pain, so that the patient’s nutrition may 
be maintained. 

Syphilis—Secondary snail-track ulcers are not uncommon in cases of 
syphilis. Gummatous ulceration used to be common and resulted in marked 
deformity and stenosis of the pharynx and often perforation of the palate. 
The ulcers are characteristically painless with a serpiginous outline, clear- 
cut and with an indolent sloughing base. Syphilitic ulceration is becoming 
exceedingly rare. The modern treatment by means of penicillin is best left 
in the hands of experts. 

Malignant granuloma.—This may arise in the naso-pharynx or oro- 
pharynx, though more commonly in the nose or nasal sinuses (Mills, 1958). 
It resembles an epitheliomatous ulcer but tissue destruction is more marked 
than tissue formation. Marked cervical adenitis may be a feature. The 
lesion is usually painless. When the condition is associated with granulo- 
matous lesions in the lungs and other portions of the alimentary tract the 
name of Wegener’s granulomatosis is applied (Walton, 1958). The lesions 
are progressive and may lead to a fatal termination from hemorrhage or the 
effects of polyarteritis nodosa which accompanies Wegener’s granulomatosis. 
The histology is that of a non-specific granulation tissue with many multi- 
nucleate giant cells. No specific causative organisms have been isolated 
and it has been suggested that this is one of the collagen diseases. Cure has 
been reported from irradiation therapy, and cortisone may cause some 
palliation. 

Aphthous ulceration.—I use this term to describe cases of recurrent, very 
painful ulceration of the pharynx, some associated with the well-known 
aphthous ulceration of the mouth, but many not showing any such associa- 
tion. The ulcers are shallow and usually rounded or oval with a narrow 
surround of hyperemia. They tend to be commoner in women than men 
and in some cases recur monthly in association with the menstrual cycle. 
This type of ulceration may lead to marked stenosis of thé pharynx and 
naso-pharynx. No cause for the condition has been established and no 
treatment has proved of lasting benefit. The tetracyclines have a beneficial 
effect in some cases; treatment with female sex hormones has been of benefit 
in others. Local application of 1 per cent. silver nitrate to the lesions is a 
well-proven remedy. Spontaneous remission occurs not infrequently and 
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treatment by general oral toilet and local antiseptics is given in anticipation 
of a remission. 
VESIC’ a.t PHARYNGITIS 

Pemphigus of the pharynx is usually associated with pemphigus of the 
larynx and is a chronic relapsing condition which manifests itself in the 
third or fourth decades and may persist for twenty years or more. The 
vesicles are large and few in number and may occur anywhere in the pharynx, 
on the larynx or in the mouth. The vesicle ruptures early leaving a shallow 
ulcer which is slow to heal. The vesicles recur at intervals at the same sites. 
Treatment is of little avail but systemic cortisone will suppress or reduce 
the eruption. 

Herpes zoster of the pharynx occurs uncommonly and presents as a 
vesicular eruption strictly confined to one side of the pharynx and ceasing 
abruptly at the mid-line. The associated hemi-pharynx may be affected. 
The chief complaint is of discomfort made worse by swallowing; actual 
pain is rare. Herpes zoster oticus is sometimes associated with a few 
vesicles on the palate and pharynx but the main lesions are in the external 
auditory meatus and deafness and tinnitus are invariable. Treatment is 
that of herpes zoster as it occurs elsewhere on the body, together with 
meticulous oral toilet. 


ATROPHIC PHARYNGITIS 
In this condition the pharyngeal mucosa is dry, glazed, and thin and atrophic. 
The condition occurs in association with atrophic rhinitis, and together 
with atrophic changes in the mouth and tongue in long-standing cases of 
hypochromic anzmia. Syphilis is also sometimes a cause. Treatment is 
that of the cause. No local applications to the pharynx are of any benefit. 


OTHER CONDITIONS AFFECTING THE PHARYNX 

AND CLASSIFIED AS PHARYNGITIS 
Keratitis pharyngis.—In this condition the tonsils and the pharynx are 
sparsely covered with scattered, whitish, irregular or horn-like masses of 
hyperkeratotic epithelium. At first the condition may be mistaken for a 
follicular tonsillitis, but the absence of general symptoms and the fact that 
the whitish spots are firmly attached soon give a clue to the correct diag- 
nosis. No treatment is effective. The keratinized spots resolve spontaneously 
—to recur without obvious cause. 

Lichen planus.—This is a disease characterized by a papular eruption of 
the skin. The mouth and sometimes the pharynx and larynx are involved 
in about one-half of the cases, the lesion being a small white papule. 
Occasionally confluent milky patches and streaks are present resembling 
leucoplakia. A correct diagnosis is of some importance as epitheliomatous 
changes have been described (Warin, 1958). 

Erythema multiforme.—This condition, producing blotches or ringed 
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lesions on the skin, is often associated with ulceration of the mouth and 
pharynx. 

Those cases of pharyngitis which present as definite clinical entities 
present little difficulty to the practitioner. There is, however, a large 
number of cases in which symptoms of discomfort in the throat, burning 
sensations, soreness, sensations of constriction or of choking, and occasionally 
of some difficulty in swallowing, are most troublesome and yet the signs of 
any local lesion are hard to see. Many such patients are over-anxious, others 
suffering from emotional stress from family bereavements or some love 
affair, yet others from mental stress, from business worries and a few fom 
frank cancer-phobia. It does such patients no good to be told that there is 
‘nothing the matter; it is all imagination’. In my experience, although there is 
almost always a large psychological element, in many there is some pre- 
disposing physical cause, the elimination of which, together with the re- 
assurance of a thorough examination and a sympathetic approach, will 
result in a cure. 

Common predisposing causes are a chronic infection of the adenoids, 
scarring of the palate from a rough tonsillectomy leading to faulty pharyngeal 
movement, hypertrophied lymphoid patches, and an unsuspected sinusitis 
which may only be revealed by an x-ray examination. Dental sepsis is 
another common cause and also chronic follicular tonsillitis. Not in- 
frequently, a retention cyst of the lower pole of the tonsil or occasionally a 
laryngeal cyst is the cause of such symptoms. Lastly, a minor degree of 
hypochromic anemia is not uncommon, with which may be associated a 
general hypovitaminosis or a syndrome attributable to the lack of one 
particular vitamin. Over-indulgence in tobacco or alcohol may also play a 
part. When any such physical predisposing cause has been eliminated and 
the symptoms still persist, then a further examination must be made by 
x-rays with barium swallow, to be followed by endoscopic examination if 
any doubt still exists in the examiner’s mind, as many a neoplasm of the 
pharynx has masqueraded under a diagnosis of chronic pharyngitis or 
neurosis. 

Finally, a neoplasm of the pharynx may become infected and a generalized 
pharyngitis result. I have one case in which the acute pharyngitis was the 
reason for the patient being brought for consultation, and examination 
revealed an early infected epitheliomatous ulcer. 
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THE MANAGEMENT OF OTITIS 
EXTERNA 


By E. GODFREY COLLINS, M.B., F.R.C.S.Epb. 


Surgeon in Charge, Ear, Nose and Throat Department, Royal Infirmary, Aberdeen; 
Lecturer in Diseases of the Ear, Nose and Throat, University of Aberdeen 


Tue last decade has witnessed a considerable revival of interest in the subject 
of otitis externa. To a large extent this has sprung from the fact that 
otologists serving in the Forces became very conscious of the great waste 
in man hours which this disease caused during the last war. The research 
which has been undertaken falls mainly under the three headings of 
(1) etiology, (2) bacteriology and (3) antibiotic therapy. In an article which is 
devoted to the management of otitis externa it would be inappropriate to 
discuss this research work in great detail but nevertheless it is considered 
essential that some reference to these investigations should be made if a 
clear understanding of the problem is to result. 


ETIOLOGY 
That part of the skin which covers the cartilaginous portion of the meatus 
and, for a short distance, the upper surface of the bony meatus contains the 
main glandular elements along with the hairs. It is supported by a fairly 
thick, firm layer of connective tissue. As the skin passes from the cartilaginous 


to the bony meatus it becomes progressively thinner so that it finally blends 
closely with the periosteum to form a shiny fibrous covering. The epidermis 
is easily peeled away in the bony meatus and tympanic membrane but is 
firmly attached in the cartilaginous area. The glandular elements are of two 
kinds. One is composed of sebaceous glands which are more profuse 
towards the outer part of the cartilaginous meatus, and the other of the 
ceruminous glands which are a type of apocrine gland. 


Although the ceruminous glands are similar in structure to apocrine glands found 
in the pubic, circum-anal, manimary and axillary regions, we still do not know with 
certainty the composition of the secretion of the ceruminous glands. Shelley and 
Perry (1956) have shown that the ceruminous glands can be emptied by mechanical 
stimuli, epinephrine and emotional stimuli but not by heat. Lobitz and Campbell 
(1952) have not found the ceruminous glands to react in an entirely similar manner to 
apocrine glands elsewhere in the body. It is highly probable that eccrine sweat as 
we know it plays little if any part in the production of otitis externa (Collins, 1951). 
Present evidence would indicate that the control of the ceruminous glands is by the 
sympathetic nervous system which possibly contracts the myo-epithelial sheath 
about the gland reservoir. There is no proof of a secretory innervation to the 
sebaceous glands. 


Before leaving this brief description of the anatomy attention should be 
drawn to the rich vascular tunic lying deep to the glandular layer of the 
external auditory meatus, which has been described by Sophian and 
Senturia (1954). They believe that its location within the confines of the 
December 1959. Vol. 183 (699) 
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cartilaginous groove must result in increased tissue tension when the skin 
becomes inflamed, and this is a reasonable explanation for the pain which 
follows an acute inflammation. They also state that certain features of the 
vascularity indicate the possibility that the vascular tunic is physically 
designed to react to 
vasomotor stimuli in 
a similar manner to 
the mucous membrane 
of the nose. If this is so, 
then the occurrence of 
various types of allergic 
reactivity would be logi- 
cally predictable (fig. 1). 
Stewart (1951) in this 
country, and Sophian 
and Senturia (1955) in 
the United States, were 
the first to describe the 


histo-pathological i 
appearances in cases of (Reproduced from the Journal of Laryngology and Otology, January, 1951) 


: +4: Fic. 1.—-Longitudinal section of the external auditory meatus 
exudative otitis externa. to show progressive thinning of the skin of the meatal 
Both draw attention to canal. 


the extreme inflamma- 
tion of the ceruminous glands with, at times, abscess formation in 
addition to the usual inflammatory cellular infiltration. Such a finding fits 
in well with the accepted clinical observation that there is usually an absence 
of wax in exudative otitis externa and that the reappearance of fresh soft 
wax heralds a clinical cure. It is here to some extent that American and 
British authors part company. A number of American authors, notably 
Senturia (1950), believe that the primary factor in the etiology of desquama- 
tive otitis externa is a dysfunction of the ceruminous glands and that trauma 
is a secondary trigger mechanism which allows the invasion of opportunist 
organisms. Most British authors ascribe the primary role to trauma and 
infection, although they are prepared to accept the fact that repeated infec- 
tion will bring about atrophy and dysfunction of the ceruminous glands. 
As yet there is no definite proof which view is correct, although it seems 
probable that the state of the ceruminous glands occupies a key position in 
the self-disinfective protection of the skin of the meatal canal and plays an 
important part in the frequency of recurrent infections. Few will deny 
that in certain skin conditions of the meatal canal such as asteatosis (dry ear) 
or even impacted wax a deficiency in ceruminous gland secretion exists. 
It is possible that it also plays a part in the production of keratosis obturans 
although comparatively little research work has been done on this subject. 
Another feature of considerable importance is the hyperkeratosis of the 
skin that occurs in otitis externa, with plugging of the glandular ducts. 
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This is probably present not only in desquamative otitis externa but also 
in some of the seborrheic and allergic conditions. It is easy to understand 
how such a pathological state will cause intense itching. 

Although, as has already been stated, sweating plays little or no part in the 
etiology of otitis externa, yet theie is clear evidence that temperature 
and humidity are important and in this respect we are indeed fortunate to be 
living in a temperate climate. In this country there is not the same increased 
incidence during the summer months such as occurs in warmer climates and 
it is probable that in humid tropical temperatures a defatting of the meatal 
canal occurs, such as has been suggested by Senturia (1950) as a result of low 
viscosity of the sebum and rapid spread of liquids on moist skin surfaces. 
This leads to maceration and softening of the epidermal pellicle which 
provides an excellent medium for the growth of organisms. The importance 
of bathing either in the baths or the sea has probably been exaggerated 
(Daggett, 1942) except for the reaction of minute trauma due to drying out 
the meatal canal either with a dirty towel or finger, thus allowing the entry 
of organisms. 


BACTERIOLOGY 

The importance which most British otologists attribute to trauma depends 
largely upon the bacteriological findings. Brain (1942) has pointed out that 
protection from external irritants and infection is dependent on a dry and 
intact horny layer and if the patient uses a hairpin, dirty finger and even the 
screwed up corner of a towel to ease some irritation in the ear, the chance 
of an otitis externa developing is considerable. The opinion that in many 
cases the transference of infection is digital is supported by the fact that 
Stewart (1951) found that in 94 out of 126 bacteriological examinations of 
the discharge in chronic exudative otitis externa enterococci were 
cultured either by themselves, or in combination with other organisms. 
Other authors, notably Keogh and Russell (1956) and Stride (1959) have 
found between 34 per cent. and 50 per cent. of intestinal organisms. Of the 
pathogenic cocci the Staphylococcus aureus (coagulase-positive) is the most 
frequent offender and is, of course, the common organism in furunculosis. 
The main reservoirs for transference of infection are the nasal vestibule, 
the nail-bed, infective dermatitis in other areas and the anogenital region 
particularly if any pruritus already exists in this region. 

American authors give similar figures although the percentages vary in 
different localities and it is clear that the nearer one approaches a tropical, 
semi-tropical or humid climate the greater will be the percentage of Pseudo- 
monas ps. infection which tends to swamp any gram-positive cocci present. 

In the British Isles mycotic infections do not assume importance although 
occasionally cases of infection with Aspergillus niger are seen (Lumsden, 
1951). Many American authors now consider that the role of fungi as 
primary and secondary invaders, even in tropical climates, has been ex- 
aggerated. Other organisms which might be mentioned are the pityrosporon 
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and the acne bacillus, whilst it seems probable that a virus infection is 
responsible for such conditions as bullous myringitis and herpes. 


ANTIBIOTIC THERAPY 
With the advent of antibiotics there was a natural hope that a broad- 
spectrum antibiotic would be found which would be specific for the treat- 





‘Aerosporin otic solution’: polymyxin B sulphate, 10,000 units per ml. It is supplied 
in bottles of 10 ml. 

‘Otosporin’. drops: Each mJ. contains polymyxin B sulphate, 10,000 units; neomycin 
sulphate, 5 mg.; and hydrocortisone (free alcohol), 5 mg. 

‘Cortisporin’ ointment: An ointment containing in each gramme polymyxin B sulphate, 
5000 units; bacitricin, 400 units; neomycin sulphate, 5 mg.; and hydrocortisone (free 
alcohol), 5 mg. 

‘Chloramphenicol’ ear-drops (B.N.F.): 5 per cent. chloramphenicol in propylene glycol. 
‘Terramycin otic solution’: This is put up in vials of oxytetracycline, 25 mg., with the 
addition of 250 mg. of benzocaine (and sometimes polymyxin B sulphate, 50,000 
units) together with 5 ml. bottles of propylene glycol so that the solution can be 
freshly prepared. 

‘Terra-cortril’ topical ointment: This contains oxytetracycline, 30 mg.; and hydro- 
cortisone (free alcohol), 10 mg. 











TaBLE I.—A selection of some of the antibiotic preparations now available for aural use. 


ment of otitis externa. It can be stated at the onset that, in spite of the claims 
made by various drug houses, no single therapeutic agent can yet be con- 
sidered to be uniformly and highly satisfactory in every case. Jn vitro tests 
against the various organisms found in otitis externa serve but as a guide 


and the clinical results obtained by treatment are often disappointing. 

The antibiotic of choice for topical application should fulfil the following 
three criteria. It must not provoke insensitivity of the organisms concerned, 
nor must it readily sensitize the skin. In addition the final therapeutic agent 
must have a slightly acid pH, as Fabricant and Perlstein (1949) have shown 
that this is necessary for a healthy meatal skin. 

Penicillin is immediately ruled out on the first two counts and indeed it 
is my opinion that, in the light of our present knowledge of insensitivity, 
penicillin should seldom be used as a topical agent in ear, nose and throat 
work. Although streptomycin in ointment form was used considerably by 
Stewart (1951), in my experience it quite readily provokes skin sensitization 
and bacterial insensitivity. Oxytetracycline, framycetin, chloramphenicol, 
polymyxin B and neomycin have all been given extensive trials by Senturia 
(1955), Fowler and Freeman (1954), Branca (1953) and others. Whilst each 
has its advocates the general consensus of opinion seems to be swinging 
round to the employment of polymyxin B and neomycin since they tend 
to cause less skin sensitization than the others. Neomycin has the advantage 
that it is not likely to be employed for parenteral use owing to its toxic effect. 
A wide range of antibiotic preparations for aural use is now available, 
marketed under various trade names. A selection of these is given in table I. 
They may be applied as a powder (often in combination with some other 
powder such as boric acid), as a solution or in an ointment. 
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More recently hydrocortisone has been incorporated with the antibiotics 
and there is no doubt it tends to inhibit the inflammation of eczematous, 
toxic and miscellaneous skin conditions and has a beneficial effect on the 
itching which these conditions provoke. 

Apart altogether from the antibiotics, there are other well-tried remedies 
for otitis externa which will be discussed later (p. 707). There is,an un- 
fortunate tendency nowadays to rush too readily to the antibiotics and to 
forget these. This statement is not necessarily meant to indicate that a large 
number of remedies is advocated—in spite of the multiplicity suggested by 
various authors. In fact the longer an otologist practises the more he will 

. find he is reducing the number of his therapeutic agents. 


THE DIAGNOSIS OF OTITIS EXTERNA 

The patient does not present himself to the medical practitioner with a 
ready-made diagnosis but usually with the symptoms of aural discharge, 
pain or irritation in the ear. Deafness may or may not be present. The first 
problem that confronts the general practitioner is to decide whether these 
symptoms are caused by a middle-ear condition or by otitis externa. 
Occasionally both conditions may be present but this is relatively uncommon 
and usually it should be possible to determine this from examination. 

The character of the aural discharge——In exudative otitis externa the 
character of the discharge will depend upon the acuteness or chronicity of the 
condition. In the early acute stage the discharge may be serous but the 
longer the condition has been present the thicker the discharge tends to 
become. Often it is mixed with epithelial scales although it is seldom like the 
thick, yellow pus of a furuncle. The colour also varies from a discharge 
which is brownish and waxy to one that is yellowish-green. This latter 
usually indicates the presence of pyocyaneus organisms. It is also advisable 
to smell the discharge as the middle-ear discharge (with one exception 
detailed later) has comparatively little odour whereas the otitis-externa 
discharge may have a slightly putrefactive smell. The main character, 
however, which differentiates a middle-ear discharge from that of otitis 
externa is its stringiness. 

The mucoid glands are not present in the meatal canal but are situated 
mainly round the mouth of the Eustachian tube in the middle ear. In con- 
sequence, the middle-ear discharge tends to form in strings or globules at 
the end of the cotton-wool swab. I have already indicated that there is one 
exception and that is cholesteatosis in the middle ear where the discharge 
may be comparatively scanty, have a ‘mousey’ odour and be mixed with 
epithelial debris making it very difficult to distinguish from the discharge of 
otisis externa. 

Pain.—There are two types of otitis externa which cause acute pain. One 
is furunculosis and the other is acute diffuse otitis externa. Because of the 
close relationship of the tempero-mandibular joint to the inflamed pre- 
auricular glands into which the lymphatics of the meatal canal. drain, the 
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4 
pain in these two conditions is increased by chewing, whereas the pain in 
acute otitis media is increased by anything that raises the intra-tympanic 
pressure, such as yawning, sneezing and blowing the nose. It is also my 
impression that the pain in acute otitis externa conditions is more constant 
and to some extent more localized, whereas the 
pain of an acute otitis media tends to occur in 
exacerbations as the intra-tympanic pressure 
increases owing to accumulation of discharge. 
In these exacerbations it is a lancinating type of 
pain spreading to the temporal region whereas 
in otitis externa, if there is a spread, it tends to 
be more downwards towards the neck due to the 
position of the glands which crain this area. 

Irritation.—Irritation and itching may be 
classed together. They are much more likely to 
be due to an otitis externa and the latter symp- 
tom will make one suspicious of an eczematous 
condition. 

Deafness. —'The deafness in otitis externa 
tends to be intermittent, depending upon the 
mechanical accumulation of discharge in the 
meatus. It is much more analogous to the deaf- 
ness caused by wax and, to a large extent, will 








be relieved by the cleaning out of the ear pro- fo. a—Leen Tater wel 
vided the meatal canal is not obstructed by applicator. 
cedema. It is seldom a prominent symptom. 


EXAMINATION OF THE EAR 

Before starting to examine the meatal canal and tympanic membrane, the 
areas round about the ear should be palpated for any tenderness or swelling. 
The drainage of the lymphatics of the meatal canal into the pre-auricular, 
post-auricular and infra-auricular glands is well known and any tenderness 
in these areas should raise the suspicion of a meatal condition. The only 
middle-ear condition likely to cause swelling in the pre-auricular area is a 
zygomatic mastoiditis but this is uncommon. Indeed, the over-all number 
of cases of mastoiditis with swelling due to subperiosteal abscess formation 
is now infinitesimal compared with former years. Some pain may be ex- 
perienced on pulling gently on the ear and manipulating it, whilst if there 
is pain on insertion of the aural speculum the suspicion of furunculosis 
should immediately be aroused. If the furuncle is on the posterior meatal 
wall there may be some filling in on the post-auricular fold with tenderness 
on slight pressure, whilst with a mastoiditis the tenderness is more likely 
to be over the mastoid bone increasing as firm pressure is applied. 

In spite of all that has been said the main differential point in diagnosis lies 
in thorough gentle and painstaking cleaning out of the discharge with 


i 
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inspection of the tympanic membrane. In my opinion it is impossible to 
clean out an ear effectively through an electric auriscope. A forehead mirror, 
a good source of reflected light and ordinary ear specula of various sizes are 
necessary. There is a tendency for medical practitioners to discard the 


forehead mirror as they con- 
sider they can see better with 
an electric auriscope. This 
may be so as far as viewing is 
concerned but it is not true 
for toilet of the ear. The prac- 
tice is, I fear, the result of too 
limited otological clinical 
teaching but I can assure 
general practitioners that the 
more they use the forehead 
mirror the more expert they 
will become. 

Two methods of cleaning out 
the ear are available. The first 
is dry mopping and the second 
is syringing gently with hyper- 
tonic saline. If the latter is 
used, the ear must be dried 
thoroughly. 


Although gross discharge can 


‘Fic. 3.—Toilet of the ear. A pincer movement be removed by cotton-wool held 
of the 2nd and 3rd fingers of the left hand jn aural forceps, the detailed 


pulls the ear upwards, outwards and back- 


wards. 


cleaning out of the bony meatus 
must be carried out by cotton- 
wool wrapped round an appli- 


cator. The majority of orange sticks and wooden applicators are too thick for this 
purpose and a wire applicator such as the one shown in figure 2 is advised. A 


ANTERIOR MEATAL RECESS 


Fic. 4.—Oblique section of anterior meatal 


wall. Right ear (diagrammatic). 


small piece of cotton-wool should be 
teased out and held between the 
finger and thumb. The serrated end 
of the applicator is then placed half- 
way along the cotton-wool. While the 
cotton-wool is held firmly, the appli- 
cator is twisted. Care is taken to see 
that there is adequate covering of 
slightly fluffed-out cotton-wool be- 
yond the end of the wire applicator 
otherwise damage will be done to 
the epithelium. When the speculum 
(as large a size as will comfortably fit 
the meatal canal should be taken) has 
been inserted, both the ear and specu- 
lum are held in the left hand while 


gentle mopping is carried out with the right (fig. 3). Special attention must be given 
to the anterior meatal recess (fig. 4) as this area can form a sump for moist squames 
and organisms leading to early recurrence of the disease after an apparent clinical cure. 
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The description I have given of toilet to the ear will probably seem 
elementary to many but the opinion is firmly held that if this regular and 
painstaking toilet could be carried out daily, probably 50 per cent. of cases 
of otitis externa would clear up themselves without any resort to therapeutic 





(1) Diseases of unknown etiology 
(a) Malfunction of skin glands 
Seborrheic dermatitis 
Infantile dermatitis 
(b) Miscellaneous 
Lupus erythematosus 
Psoriasis 


(2) Diseases due to infection 

(a) Bacteria 
Furunculosis 
Impetigo 
Pyoderma 
Ecthyma 
Cellulitis 

(b) Fungi and yeasts 
Otomycosis 

(c) Virus infections 
Myringitis bullosa 
Herpes 
Molluscum contagiosum 

(d) Protozoa 
Syphilis 

(e) Parasites 
Pediculosis 


(3) Neurogenic eruptions 
Simple pruritus 
Neurodermatitis 


(4) Allergic diseases 
Contact dermatitis 
Atopic dermatitis 


(5) Traumatic lesions 
Contusions and lacerations 
Surgical incisions 
Hezmorrhages (hematoma, 


Asteatosis (dry ear) 


Lichen planus 
Pemphigus 


Erysipelas 
Perichondritis 
Diffuse otitis externa 
Tuberculosis 
Leprosy 


Variola 
Varicella 
Yaws 


Scabies 


Neurotic excoriation 
Artefact dermatitis 


Drug eruptions 
Infectious eczematoid dermatitis 


Burns 
Frostbite 
Radiation injury 


vesicles and bullz) . Chemical injury 











TaBLeE II.—Classification of otitis externa. 


agents. Unlike skin infections elsewhere in the body, meatal infections 
cannot be treated satisfactorily by the patients themselves and the more 
time the general practitioner is prepared to devote to his patient the better 
will be the result. 

Once this thorough toilet has been done, the tympanic membrane can 
usually be inspected unless there is gross oedema of the meatal walls. 
Attention should especially be directed to the attic region as infection in this 
area is the type of middle-ear disease likely to harbour cholesteatosis and 
lead to difficulty in diagnosis. If doubt still remains, help may be obtained 
from a tuning fork to see whether there is any middle-ear deafness (bone 
conduction > air conduction) on the affected side. It is admitted that cases 
with gross edema of the meatal canal making a view of the tympanic mem- 
brane impossible present considerable difficulty in diagnosis and this is 
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especially the case when a middle-ear discharge and otitis externa exist 
together. 

Sometimes an x-ray of the mastoid processes will settle this point but, 
when there is doubt, the best plan is to leave such cases to the specialist. 


THE CLASSIFICATION OF OTITIS EXTERNA 

Once a decision has been reached that the patient has otitis externa and not 
middle-ear disease, an attempt should be made to classify the type. This is 
not always easy, since, for example, an eczematous condition of the ear may 
show gross secondary infection making the condition resemble a diffuse 
otitis externa. Senturia and Marcus (1952) have presented an excellent 
and comprehensive classification which I have abridged (table II). To 
conform with British opinion, I have also transposed diffuse otitis externa 
from the category of malfunction of the skin glands to that of 
diseases due to infection. 


SEBORRH@IC DERMATITIS 
Seborrheeic dermatitis is characterized by greasy scales with sometimes quite 
a thick accumulation of epithelial debris. There may be some accompanying 
intertrigo behind the ears and fissures at the entrance of the meatus. Examine 
carefully for evidence of seborrhcea elsewhere in the body, especially the 
scalp, which must be treated at the same time. Seborrhcea is especially liable 
to be accompanied by supervening mixed infection from scratching by the 
patient. 
Treatment.—After thorough cleaning out of the meatal canal daily insert 
a narrow ribbon-gauze pack impregnated with a sulphur salicylic ointment 
until the scaliness has disappeared, which usually takes five to seven days. 
Once the keratolytic action has taken place, change to a bland ointment 
such as ichthammol and zinc. Apply silver nitrate paint to any fissures. A 
‘selsun’ shampoo is useful for the scalp. 
Sulphur salicylic ointment.— 

Menthol crystals 2 grains (0.12 g.) 

Powdered camphor 10 grains (0.6 g.) 

Salicylic acid 5 grains (0.5 g.) 

Precipitated sulphur 60 grains (4 g.) 

White soft paraffin to 1 ounce (31 g.) 


Ichthammol ointment.— 

Ichtham mol 60 grains (4 g.) 

Zinc oxide 30 grains (2 g.) 
Ointment of rose water 1 ounce (31 g.) 
Silver nitrate paint.— 

10 grains (0.6 g.) of silver nitrate to the ounce 
(28.5 ml.) of spirit of nitrous ether 


FURUNCULOSIS 
Furunculosis is an infection of a pilo-sebaceous follicle in the cartilaginous 
meatus. 


Treatment.—Preliminary toilet to the meatal canal is most important. 
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Remember that a septic spot on the scalp may cause enlargement of a post- 
auricular gland. Pack the meatal canal daily with a strip of gauze soaked 
in 10 per cent. ichthammol in glycerin. Dry heat (rubber hot-water bottle 
or infra-red lamp) is preferable to moist heat although an antiphlogistine 
poultice may be used. Nowadays incision of a furuncle is seldom practis: 
unless there is an accompanying glandular abscess; usually give penicilli: 
parenterally only if this is the case. When the boil has burst and the con- 
dition is resolving 1 per cent. gentian violet paint or boric acid ointment 
smeared on the canal may be used. 

Recurrent furunculosis is a real problem. Examine the urine to exclude 
diabetes mellitus. Treatment may be by a full course of penicillin injection 
parenterally for one week (300,000 units of procaine penicillin daily), a 
autogenous vaccine, injections of staphylococcal toxoid or possibly smal! 
doses of x-ray therapy. 


DIFFUSE EXUDATIVE OTITIS EXTERNA 
This may be acute or chronic. 

The acute form seen in this country has not the gross desquamative 
appearance such as occurs in more tropical or sub-tropical climates like the 
Middle East. Medical officers serving in these areas should read an excellent 
article by Daggett (1942) on the subject. 

Treatment.—lf there is no real degree of desquamation, but merely 
cedema and stenosis of the canal, the condition may be treated as for 
furunculosis. If much desquamation is present, after thorough toilet a wick 
of ribbon-gauze soaked in lead acetate solution should be inserted. 


Lead acetate solution.— 


Lead acetate ot 10 grains (0.6 g.) 
Burow’s solution .. 60 minims (4 ml.) 
Cherry laurel water 1 fluid ounce (28.5 ml.) 


Once this solution has reduced the swelling, boric acid powder or ointment 
may be applied. There may be considerable constitutional disturbance with 
the acute desquamative type and parenteral treatment by antibiotics may be 
necessary but a swab of the discharge should be taken for bacteriological 
examination first. 

Treatment of chronic exudative otitis externa.—This is two-thirds toilet and 
one-third therapy. The solutions I have found most useful are ‘aerosporin’, 
‘otosporin’, and ‘terramycin otic solution’ with polymyxin B and benzocaine. 
Five per cent. chloramphenicol in propylene glycol is also effective but in 
my experience is rather more prone to cause skin sensitization than the 
others. More often I use a ribbon-gauze pack impregnated with 1 per cent. 
neomycin-hydrocortisone ointment. If satisfactory progress is not achieved 
in forty-eight hours a swab of the discharge should be taken for bacterio- 
logical examination with sensitivity tests. To prevent recurrences strict 
attention to the patient’s habits of hygiene is very necessary: e.g. clean hands 
and nail-beds, washing after defzecation, elimination of any nasal infection 
and avoidance of scratching (Stride, 1959). 
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FUNGOUS INFECTIONS 
There is an appearance like wet blotting paper in the depths of the meatus 
ad, if Aspergillus niger is present, this is coated with black specks. 
Treatment.—This consists of 2 per cent. salicylic acid in alcohol, or 
er cent. thymol solution used as drops on a wick of ribbon-gauze. 
wesatin’ (metacresyl acetate) is extensively employed in the United States. 
ome authors have found benefit from sulphonamide powder insuffations. 


BULLOUS MYRINGITIS 

his condition is characterized by hemorrhagic blebs on the tympanic 
»mbrane often spreading on to the meatal walls. Usually some portion of 
e normal tympanic membrane can be visualized to distinguish this con- 
tion from an acute otitis media. It is a fairly common complication of 
juenza. 

Treatment.—Instil 3 per cent. carbolic acid in glycerin ear-drops twice 
aily. If 1 ml. of procaine penicillin is given by injection daily for five 
lays there is less risk of mixed infection with pyogenic organisms developing. 


NEUROGENIC ERUPTIONS AND ALLERGIC DERMATITIS 





| These two groups are often difficult to separate. A typical patient is a 
| rather tense, voluble, middle-aged female who is delighted to discuss all her 
| symptoms with the general practitioner. Psychological overlay is often 
| present and must receive attention. They represent an eczematous condition 
| which manifests itself in two forms. The first is by vesicle or papule forma- 
tion with subsequent exudation. Usually some evidence of scratching with a 
resultant mixed infection is evident. The second is the squamous or hyper- 
keratotic type. This is the chronic form of eczema although it may result 
from bacterial cell sensitization due to an accompanying chronic otitis 
media. A pinhole meatus is a common sequel and often the pinna itself is 
involved in the hyperkeratotic state. If the condition is an allergic one the 
elimination of the responsible irritant is the first desideratum in treatment 
but this is often very difficult to discover and involves close questioning of 
the patient. Substances to keep in mind are hair shampoos, hair dyes and 
sometimes the plastic of spectacle frames. Apart from these, however, 
deficiencies in diet and vitamin intake may play a part. 

Treatment.—Local applications must be chosen with considerable care 
since the drug intended to cure the lesion may perpetuate it. I have had most 
success with 1 per cent. neomycin-hydrocortisone ointment used on a gauze 
wick after toilet and I have found very little reaction from this. Small doses 
of x-rays are also of some use. One of the tranquillizers or phenobarbitone 
by mouth may be necessary for psychological overlay. If the itching is severe, 
one of thé antihistamines, e.g. promethazine or chlorcyclizine, may be 
indicated, and recently good results have been reported from trimeprazine 
in doses of 10 mg. three times a day (Anderson and Chalmers, 1959). 

In the case of the hyperkeratotic form, an attempt should be made in the 
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first instance to reduce the hyperkeratosis by the action of 2 per cent, 
salicylic acid ointment and if this is successful then 1 per cent. neomycin- 
hydrocortisone ointment should be applied. Recurrence when treatment is 
stopped is common and I know of no certain cure for this condition. X-ray 
therapy is on the whole disappointing. 


HOW TO APPLY SOLUTIONS AND OINTMENTS 
With a solution two methods are available to the general practitioner. The 
first is to use the solution as drops, in which case quite a considerable quan- 
tity of the therapeutic agent must be employed (15 to 20 drops). The second 
is to insert a gauze wick in the meatus after thorough toilet and instruct the 
patient to instil 5 to 10 drops on to the wick three times a day. 

With ointments, I personally prefer a loose pack of narrow ribbon-gauze, 
3 to 4 inches (7.5 to 10 cm.) in length, which has been impregnated with the 
ointment, especially if there is any cedema of the meatal canal; but once this 
has subsided the ointment may be smeared on the canal with a cotton-wool 
applicator. 

I feel sure that it is not necessary to stress the importance of the medical 
attendant washing the hands carefully before treatment and making certain 
that the dressings are sterile to avoid the indictment of the general 
practitioner being responsible for the introduction of secondary infection. 
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THE PROBLEM OF OTOSCLEROSIS 


By TERENCE CAWTHORNE, F.R.C.S. 


Surgeon, Diseases of the Ear, Nose and Throat, King’s College Hospital; Aural 
Surgeon, National Hospital for Nervous Diseases, Queen Square 


OTOSCLEROSIS is the commonest cause of deafness in active adult life. In one 
study of the causes of deafness in patients attending a Hearing Aid Dis- 
tribution Centre no less than 43 per cent. were diagnosed as having oto- 
sclerosis (Cawthorne, 1955). 


INCIDENCE AND SYMPTOMS 
In about half of the cases there is a history of a similar kind of deafness in the 
family and it is usually first noticed in the late ’teens. As a rule both ears are 
affected, and it is twice as common in women as in men. Those women who 
bear children often find that the deafness starts or is made worse during the 
last two months of pregnancy. 

In certain disorders of bone, notably fragilitas ossium and Paget’s disease 
of bone, there may be an associated deafness which is indistinguishable 
from otosclerosis. Otosclerosis, too, is a disorder of bone in which the 
disease process is confined to the bony capsule of the labyrinth which con- 
tains the organs of hearing and balance. 

In otosclerosis the tympanic membranes are usually normal and the 
Eustachian tubes function properly. It is, of course, possible for a patient 
to have otosclerosis who also has scarred tympanic membranes as the result 
of former otitis media. More often than not the nose and throat are healthy 
as well; again, any abnormality is likely to be coincidental rather than 
causal. The only connexion between otosclerosis and the upper respiratory 
tract is that during the acute stages of a head cold the hearing is tem- 
porarily affected and this can be accounted for by the fact that in most suf- 
ferers from head colds the hearing is slightly affected, so that those already 
hard of hearing will be more sensitive even to a slight deterioration of their 
hearing. Another feature of otosclerosis is that it seems to attack those who 
are otherwise remarkably healthy, although it not infrequently happens that 
after a severe injury in which bones have been broken the deafness deepens. 

The deafness in otosclerosis is primarily conductive: that is to say, sound 
is hampered from reaching the organ of hearing inside the labyrinth, and 
the reason for this is that the footplate of the stapes which fits into the oval 
window of the labyrinth is prevented from moving freely in response to 
transmitted sound waves because of otosclerotic bone which has spread 
across from the margin of the oval window on to the stapes, usually at its 
anterior end. 

Thus, otosclerosis is a disorder of bone peculiar to the bony labyrinth 
which usually appears in otherwise healthy persons, which may be aggra- 
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vated in the later months of pregnancy or by skeletal injuries, and which 
may be found in conjunction with certain other disorders of bone. 


PATHOLOGY 
If we now inquire into the development and structure of the bony labyrinth 
we may find a reason why it should be singled out to receive these curious 
deposits of spongy bone which go by the name of otosclerosis. 

Like most other bones the labyrinth is developed from cartilage, but it 
differs from all other bones—except the auditory ossicles—in that it is fully 
developed at birth and thereafter no further growth takes place. Now it so 
happens that as the six centres of ossification in the cartilaginous labyrinth 
coalesce, here and there small fissures or defects containing remnants of 
cartilage are formed. One such fissure in the bony capsule of the labyrinth is 
fairly constantly seen, although it varies in size: situated just in front of the 
oval window, it has been named the ‘fissula ante fenestram’ (Bast and Anson, 
1949). It is in the region of this fissula that otosclerotic bone is most 
commonly deposited. In fact, Nylén (1949), in a study of Nager’s collection 
of temporal bones from patients who during life had suffered from oto- 
sclerotic deafness, found the fissula ante fenestram to be occupied by 
spongy otosclerotic bone in no less than go per cent. of the bones, although 
in some deposits were found in other parts of the bony labyrinth as well. 
This is confirmed in the living in the operation for stapes mobilization when 
the stapes is usually found to be fixed at its anterior end near to where the 
fissula ante fenestram is situated. Thus this area has come to be regarded as 
the site of election for otosclerotic bone. 

Guild (1944), in a remarkable and fruitful study of histologic otosclerosis, 
found that for every instance of deafness in life associated with a bridge of 
otosclerotic bone extending from the margin of the oval window on to the 
stapes, there were eight in which the otosclerotic bone had stopped short 
of the stapes, and that in none of these had there been any clue to the 
condition during life in the shape of deafness. 


CAUSATION 
From what has been said it is now possible to formulate a hypothesis con- 
cerning the reason for otosclerosis which supports the view first put forward 
by Siebenmann (1899). 

The bony labyrinth is fully developed at birth and thereafter no further 
growth takes place. The rest of the skeleton, however, continues to grow 
until adult life, and this growth is stimulated by an interaction between the 
cartilage from which bone develops and glandular activity’ whose product 
circulates in the blood stream. The nature of this substance is unknown, 
but the pituitary gland certainly contributes to it. When it reaches active 
cartilage this bone-growth-promoting substance stimulates, or at any rate 
encourages, the change from cartilage into bone. It also reaches the bony 
capsule of the labyrinth which, if it contains an unusually large cartilaginous 
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rest, may result in bone growth, and so this curious spongy otosclerotic bone 
develops. Otosclerosis often runs in families and it may well be that large 
cartilaginous rests in the fissula ante fenestram are inherited in the same way 
that facial features or the colour of hair and eyes are also inherited. 

Another piece of evidence in favour of this hypothesis is that during the 
last two months of pregnancy there is a great deal of activity in the changing 
of foetal cartilage into bone, and it is just at this time that otosclerotic deaf- 
ness appears or is made worse. Again, in fragilitas ossium, a familial disorder, 
frequent fractures result in the production of bone, whilst after skeletal 
injuries bone growth is stimulated. In both these states there is likely to be 
more than the normal amount of bone-growth-promoting substance in the 
circulation. Thus otosclerosis is often seen at a time when bone-growth- 
promoting substances are circulating in the blood stream and it probably 
represents the interaction between these substances and abnormally receptive 
and large cartilaginous remnants or rests in the bony capsule of the 
labyrinth. 

TREATMENT: OLD AND NEW 

During the past twenty years the restoration of hearing by surgical means has 
become an established procedure in the treatment of otosclerosis. Before 
then it was always a sad experience to have to tell a young man, or, more 
often, a young woman, that they had otosclerosis, because this was tanta- 
mount to condemning them to a lifetime of deafness. They would often 
have to abandon a cherished career, and women would sometimes refuse 
to get married. Consequently doctors were reluct#.at to use the dreaded word 
and, what is more, would often, subconsciously n= doubt, refuse to recognize 
the condition, taking refuge in such terms as ‘catarrhal deafness’. Minor, 
and what we now know as inconsequential, changes in the tympanic mem- 
brane were regarded as justification for repeated catheterization of the 
Eustachian tubes. Any deviation from the normal in the nasal passages and 
the throat was regarded as an indication for surgical correction or removal 
on the grounds that, even if the hearing were not improved, its deterioration 
would be discouraged. 

Many drugs including thyroid, calcium, sulphur and the vitamins were 
tried and there were always the usual hygienic banalities to fall back on: 
fresh air, good wholesome food, plenty of rest and avoidance of worry and 
strain. Further back still, those etiological whipping boys, syphilis, gout, 
tuberculosis and asthenia, were regularly blamed. 

None of this is mentioned in any spirit of criticism. I myself have em- 
ployed many of these ‘remedies’, if for no other reason than to encourage the 
unfortunate patient who at that time did not even have an efficient hearing 
aid to fall back on. Nevertheless, the fact is that none of them ever improved 
hearing in otosclerosis and it is doubtful if they even prevented the spread 
of the otosclerotic process and, in consequence, the deafness. 

The application of surgery to the improvement of hearing in otosclerosis 
has changed all this so that the pendulum has swung in the other direction. 
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Instead of dreading the interview with the sufferer from otosclerosis, the 
doctor now welcomes the opportunity of diagnosing the condition and often 
patients with other and incurable forms of deafness present themselves 
hoping that they will be found to have otosclerosis and so be suitable for 
surgery. Thus we are now faced with the situation of often being asked to 
diagnose otosclerosis when it is nothing of the kind, whereas formerly we 
tried to avoid such a diagnosis. 


FENESTRATION AND STAPES MOBILIZATION 

The deafness in otosclerosis is conductive and is nearly always caused by 
otosclerotic bone spreading from the front end of the oval window on to 
the stapes footplate, thus hindering the transmission of sound to the inner 
ear. Rarely the round window may be obstructed or, in very widespread 
cases in which the deafness is profound, both windows may be blocked. 
The present consideration, however, will be of the principles underlying the 
surgical correction of stapes ankylosis by otosclerotic bone. 

The earliest attempts were made during the last quarter of the nineteenth 
century and were directed towards overcoming the obstruction by removal or 
remobilization of the stapes. These attempts were abandoned by the begin- 
ning of the present century, being severely condemned by the leading 
otologists of the day as too hazardous both to hearing and to life. Then an 
Englishman, G. J. Jenkins (1913), working at King’s College Hospital, 
described a procedure whereby he made an opening into the lateral semi- 
circular canal in otosclerosis in the hope that by relieving pressure hearing 
might return. At the same meeting Barany (1913) described how he had 
done a similar procedure in 1910 using the posterior semicircular canal. 
When the 1914-18 War came Barany, who in the meantime had been 
awarded the Nobel Prize for his work on vestibular tests, joined the Austrian 
Army and in early 1915 was captured by the Russians. Through the Red 
Cross a young Swedish otologist, Holmgren, appealed for Barany as a Nobel 
Prize winner to be released. The Russians agreed that he could be sent to a 
neutral country on the condition that one of their countrymen with a great 
international reputation who was under house arrest in Hungary should 
also be released to a neutral country. This was agreed upon and so Barany 
went to Sweden and the famous Russian dancer, Nijinsky, was sent to the 
United States. In Sweden Barany soon interested Holmgren in the surgery 
of deafness and, in 1916, Holmgren (1923) opened the superior semicircular 
canal for the relief of deafness due to otosclerosis. 

They both had the right idea of by-passing the obstructed oval window 
so as to allow the sounds to enter the bony labyrinth and thereby mobilize 
the contained fluid perilymph. The resulting fluid wave would then spread 
to, and move, the basilar membrane on which the end-organ of hearing 
rests. Unfortunately they, as well as Jenkins, did not appreciate that to be 
effective the new window would have to be so placed that the incoming 
sound waves would fall directly upon it. This was only possible if the cavity 
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in the mastoid leading to the lateral semicircular canal were open to the air 
as in a radical mastoid. Sourdille, of France, spent some time with Holmgren 
and in 1932 described a multi-stage open operation which gave promising 
results. 

Then Lempert (1938), of New York, devised a one-stage open operation 
to which he gave the name ‘fenestration’. This gave excellent results in many 
cases, though some deterioration occurred afterwards. With improved tech- 
nique, however, the number of recurrences was reduced, so that in skilled 
hands the recurrence rate was no higher than 5 per cent. and the over-all 
chance of long-term restoration of hearing was 75 per cent. More recently 
Rosen (1953), of New York, reintroduced mobilization of the stapes, which 
Miot, of France, had originally described in 1890 but abandoned for no 
obvious reason. The advantages of the direct approach by mobilizing the 
stapes were that it only called for a stay in hospital of a day or two and that 
the auditory apparatus was left intact; there was also no radical mastoid 
cavity, no prolonged convalescence, no serious disturbance of balance and 
no trouble with wax and discharge afterwards. On the other hand, the 
chances of long-term improvement in hearing were not much more than 
50 per cent., although at least another 30 per cent. had a temporary improve- 
ment. Remobilization, however, sometimes gave a lasting success. More 
recently, Shea (1958), of Memphis, and Portmann (1958), of Bordeaux, have 
removed the stapes. Shea places a vein graft over the oval window and 
connects this with the rest of the ossicular chain by a polythene strut, whilst 
Portmann, after enlarging the oval window, replaces the stapes into the oval 
window which has been lined with a vein graft. Other workers are removing 
all or part of the stapes, covering the defect in the oval window with various 
tissues and using either the remains of the crura of the stapes, or polythene 
or tantalum wire as an artificial ossicle, all claiming a considerable measure 
of success. It is too early yet to say which is the best method, but there can 
be no doubt that stapedectomy in one form or another has come to stay and 
it may become the method of choice. At present most surgeons advise stapes 
mobilization: if this fails then either stapedectomy or fenestration can be 
tried but, if either of these were to fail, then it would not be feasible to go 
on to the remaining procedure. 


ADVICE TO PATIENTS 
I find it helpful to give the patient the following short account of otosclerosis, 
together with a description of the ways in which it can be treated :— 


OTOSCLEROSIS 

In deafness due to otosclerosis sounds are prevented from reaching the normal organ 
of hearing at full strength because the transmission system which guides sound from 
the ear-drum to the organ of hearing is not working freely. 

The ear-drum, which vibrates in response to the sound waves reaching it from 
the outside air, is connected with the bony box enclosing the organ of hearing by a 
chain of three tiny bones, the innermost of which, the stapes, so-called for its 
likeness to a stirrup, fits into the oval window of the bony labyrinth in which the 
organ of hearing is situated, The footplate of the stapes is moved in and out by the 
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sound, and this movement sets up a wave in the fluid inside the labyrinth which 
stimulates the organ of hearing. From the organ of hearing the sound message is 
flashed along the auditory nerve to the brain. 

In otosclerosis new spongy bone which grows in patches on the bony labyrinth 
(that is to say, the bony box which encloses the organs of hearing and balance) may 
spread across the oval window and on to the stapes footplate, thus hindering its 
movement. This obstruction to the passage of sound through to the inner ear may be 
overcome, either by wearing a hearing aid, which increases the loudness of the sound, 
or surgically when the bony obstruction is broken through or a new pathway is 
provided for the sound. In the direct approach the aim is to restore movement to the 
stapes or to replace it—the ‘mobilization of the stapes’ operation or one of its 
modifications. In the indirect approach the sealed-up oval window is by-passed, 
and the sound is directed into a new window made in the balancing part of the bony 
labyrinth—the ‘fenestration operation’. 

In the mobilization of the stapes and similar operations, the approach is through 
the depths of the ear canal, there being no external incision. The ear-drum is turned 
forwards and an attempt is made to break through the bony adhesions. Improve- 
ment in hearing can be expected in 80 per cent., but 30 per cent. will subsequently 
lose their improvement, often within the first two months of operation. It can be 
repeated, sometimes with lasting success, or another procedure in which the stapes 
is partly removed can be tried. These stapes operations are slight and rarely call for 
a stay in hospital of more than three days, and work can usually be resumed within 
a week. There may be some slight dizziness for two or three days after the operation 
and taste on the same side of the tongue as the operation may be affected, usually 
only for a short time. 

The fenestration operation, though not in any way serious, is a bigger affair 
needing a stay in hospital of from one to two weeks and being away from work 
about a month. Eighty per cent. of those chosen for the operation are likely to 
have their hearing improved and less than 5 per cent. will lose the improvement 
subsequently. There is, however, some dizziness for a few weeks after the operation; 
there is a cavity in the ear which needs to be kept clean and it may discharge after- 
wards, and care must be taken never to get water in it. Many therefore prefer to 
try the smaller operation of stapes mobilization, and if it does not work it is usually 
possible later to go on to the fenestration operation. 

Usually only one ear is operated on at a time and the chance of the hearing in the 
operated ear being made worse by the operation is slight—(5 per cent.) in the fene- 
stration operation and remote (less than 1 per cent.) in stapes mobilization. 


HEARING AIDS 

For those who do not wish to try surgery and for those in whom it has 
failed, hearing aids will enable them to hear again. Recent developments 
with transistors have enabled tiny aids to be made that can be worn behind 
the ear with a small transparent tube leading the sound into the ear. Such 
aids are invisible in women, and inconspicuous in men. Most patients with 
otosclerosis are well suited to hearing with an aid, though of course natural 
hearing is always better. 


PREVENTION 


Thus the problem of restoring hearing to those deafened by otosclerosis is f 
well on the way to being solved, but there remains the problem of prevention. § 


How can the otosclerotic bone be prevented from being deposited on the 
bony capsule of the labyrinth? If the hypothesis put forward is right, then 
it would seem that only by neutralizing bone-growth-promoting substances 
could it be stopped and then the patient might have to choose between 
being deaf and being a dwarf. But of course it is not quite as simple as all 
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that; some do not develop otosclerosis until they have finished growing, 
and we have no idea why it should suddenly arise in them. 

Once it has appeared the deafness may remain stationary for many years, 
or it may gradually become worse irrespective of any of the factors already 
mentioned. In such patients there is often evidence of increased vascularity 
on the surface of the bony capsule of the labyrinth, which can be seen 
directly at operation using the operating microscope or can be assumed on 
examination by the pink glow which is transmitted through the translucent 
tympanic membrane. Such cases are often progressive and the pink-tinged 
tympanic membrane is always seen in deafness associated with fragilitas 
ossium. 

For every person with ‘deafness due to otosclerosis there are probably 
eight who have deposits of otosclerotic bone on the bony capsule of the 
labyrinth which, because they have not spread on to the stapes, do not cause 
deafness. Pregnancy and certain skeletal disorders encourage the spread of 
otosclerotic bone, but in many sufferers from otosclerosis no such factors 
operate. 

CONCLUSION 
The problem of restoring hearing by surgical means is well on the way to 
being solved. The next step is to find out why the otosclerotic process should 
spread in some and remain stationary in others. Whether it can ever be 
prevented from appearing without interfering with normal bone growth is 
perhaps the most difficult problem now presented by otosclerosis. 
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CANCER OF THE LARYNX 


By W. A. MILL, MLS., F.R.C.S. 


Surgeon, Ear, Nose and Throat Department, St. Thomas's Hospital; 
Surgeon in Charge, Ear, Nose and Throat Department, Royal Marsden Hospital 


For many years it was usual to speak of ‘intrinsic and extrinsic’ cancer of the 
larynx. Intrinsic cancer of the larynx is what will be considered here. The 
term means cancer of the interior of the larynx. Extrinsic cancer of the 
larynx is the term used when the margins and walls of the larynx are involved. 
Extrinsic tumours behave very differently from intrinsic growths and may be 
regarded as pharyngeal growths. 

Cancer of the larynx is not a common disease; of all cancers in man it 
occurs in about 2 per cent. of cases, and perhaps for this reason when a 
patient develops hoarseness the possibility of the diagnosis does not always 
spring to mind. 

ETIOLOGY 

Little is known about the causes of laryngeal cancer. Sex certainly plays a 
part: the disease is about ten times more common in men than in women. 
It is a disease of older people, most common between the ages of fifty and 
seventy years; it is seen only rarely before the age of forty. One condition 
which produces some hoarseness or huskiness, keratosis (or leucoplakia) in 
which whitish patches of thickened epithelium occur on the vocal cords, 
is definitely pre-cancerous. Such cases should be observed carefully and 
regularly. It may be years before malignant disease develops and, of course, 
it may never do so. 

It is interesting that there has been no increase in the number of laryngeal 
growths in recent years to correspond with the increased incidence of 
bronchial carcinoma. 

PATHOLOGY 
Almost all laryngeal cancers are squamous-celled epitheliomas. Histological 
examination will show varying degrees of differentiation in the tumour cells; 
some growths will be made up of cells well differentiated and closely 
resembling cells normally seen in squamous epithelium. Others will show 
cells only poorly differentiated with no tendency to produce keratin; these 
undifferentiated anaplastic growths are regarded as more malignant and more 
likely to metastasize early but fortunately they are often very sensitive to 
treatment by radiotherapy. After surgical excision recurrence is more likely 
when the growth is anaplastic and the prognosis is more favourable with well- 
differentiated growths. 
SITES 

It is usual to divide the interior of the larynx into three regions (fig. 1):— 

(1) The glottic region containing the vocal cords. 

(2) The sub-glottic region, below the level of the vocal cords. 
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(3) The supra-glottic region, the interior of the larynx above the level of 
the vocal cords and including the false cords and laryngeal ventricle. 


SYMPTOMS 

The only early symptom of cancer of the larynx is huskiness or hoarseness. 
For this reason any hoarseness that persists for more than three weeks must 
always be regarded with sus- 
picion and as a strong indica- 
tion for an expert examination 
of the larynx. The symptoms 
in the three sites are slightly 
different. 

Glottic. —Growths on the 
vocal cord are by far the most 
common. This is fortunate, 
because the hoarseness that 
results should make the patient 
seek advice early. The early 
cancer of a vocal cord is most 
amenable to successful treat- 
ment either by surgery or by 
radiotherapy. If the growth is 
not treated at an early stage 
it will continue to spread, 
both forwards and backwards 
along the cord and later into 
the underlying muscles, so 
causing limitation of move- 
ment and increased hoarse- 


ness or even aphonia. Hoarse- 


Fic. 1.—Sites of cancer of the larynx: (a) supra- : : 
glottic, (b) glottic, (c) sub-glottic. ness to a patient is not an 
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alarming symptom; laryngitis 
is acommon complaint and it is unfortunate that so many patients with 
laryngeal cancer come for treatment with the disease far advanced. 

Sub-glottic—Growths in the sub-glottic region cause voice changes, but 
hoarseness will not develop until the growth has spread to involve the vocal 
cord itself or to cause limitation of its movement. Before this happens the 
voice may tire easily or there may be a feeling of slight discomfort in the 
throat. Very occasionally a growth in this region will draw attention to itself 
only by causing stridor and difficulty in breathing when it has reached a 
considerable size. 

Supra-glottic.—With growths in the supra-glottic region there is, as a rule, 
some change in the voice and later, of course, hoarseness. There may, 
however, be symptoms more commonly met with growths of the pharynx: 
discomfort or even pain on swallowing. The enlargement of a lymphatic 
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gland to which the disease has metastasized may be the first indication of 
trouble. 

Late symptoms.—Late symptoms include pain and cough, blood-stained 
sputum, stridor and dyspnea. Glandular enlargement will eventually occur 
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Fic. 2.—Cancer of the larynx: appearances of growths seen on tomography 
(above) and indirect laryngoscopy (below). (a) Glottic. (b) Supra- 
glottic. (c) Sub-glottic. 


in the untreated case and eventually ulceration of the skin of the neck and 
bleeding from the great vessels. 
DIAGNOSIS : 

The diagnosis of laryngeal cancer depends upon a thorough and careful 
inspection of the interior of the larynx with the laryngeal mirror by indirect 
laryngoscopy (fig. 2). In a typical early case of vocal cord or glottic cancer 
an ulcer or more often a nodular growth will be seen involving some part 
of the anterior two-thirds of one vocal cord. In later cases it will be seen 
that the growth has extended to the two ends of the cord and the movement 
of the cord may be impaired or it may even be quite fixed and immobile. 
The disease may extend across the anterior commissure to involve the 
anterior part of the other cord. In sub-glottic cases an ulcer or swelling 
may be seen below the vocal cord on the affected side. Usually, but not 
always, movement of the cord above the growth will be impaired. It is often 
most difficult to diagnose these cases correctly and when there is doubt 
examination by direct laryngoscopy is advisable. With supra-glottic growths 
the ulcerating carcinoma or nodular growth is in most cases easily seen by 
indirect laryngoscopy. In the rare case of a growth in the laryngeal ventricle 
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some swelling of the false cord will be noticed. At times it is difficult to 
visualize well the occasional neopiasm that affects the lowest (infra-hyoid) 
portion of the posterior surface of the epiglottis and here again direct 
laryngoscopy may be desirable. 

In all cases, of course, the examination must include careful palpation of 
the neck to detect the presence of any secondarily affected lymphatic glands. 





(b) 


Fic. 3.—Tomograms. (a) Carcinoma of right vocal cord. (b) Sub-glottic cancer of larynx 
(left side). 


With cancer of the vocal cords such involvement of glands is unlikely, except 
at a late stage, because of the paucity of lymphatics in the cord itself. In the 
sub-glottic area and even more in the supra-glottic region the lymphatic 
drainage is much richer and glandular metastases are more likely to occur. 
Growths in these regions have therefore a prognosis much less favourable 
than those of the glottic region. 

X-ray examination of the chest should always be done to make sure that 
there is no tuberculous disease present and to exclude pulmonary meta- 
stases. In some cases radiographs of the larynx are helpful to show the extent 
of the disease, and tomograms (fig. 2, 3) are particularly useful for this pur- 
pose in growths of the sub-glottic and supra-glottic regions. 

Direct laryngoscopy and biopsy.—It is usual to examine the larynx by direct 
laryngoscopy and preferably under general anesthesia. This examination is 
of particular value with sub-glottic growths. The opportunity is taken to 
remove with forceps one or two small pieces of the suspected growth for 
microscopical examination, so that the exact nature of the tumour may be 
established. One must remember that a negative biopsy does not necessarily 
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exclude cancer: it is probably an indication that a further biopsy should be 
taken after a short interval if the clinical appearances are strongly suggestive 
of malignant disease. If the case is a late one with stridor and some difficulty 
in breathing it is unwise to perform direct laryngoscopy or take a biopsy 


Sone Pay i es ld 
(b) 
Fic. 4.—Carcinoma of the right vocal cord (glottic); ulcerated. (a) An early case. Treatment: 
radiotherapy. (b) Vocal cord which is fixed. Treatment: laryngectomy. 





because the slight trauma may cause increased swelling, aggravate the 
symptoms and precipitate the need for tracheostomy. Quite often a short 
course of radiotherapy given by an expert will produce amelioration and 
diminution of the stridor and thus allow a biopsy to be taken after an interval. 
At times, however, on clinical judgment alone one may have to proceed to 
laryngectomy in advanced cases. 


DIFFERENTIAL DIAGNOSIS 
The condition most likely to cause confusion is tuberculous laryngitis. As 
this is always secondary to the disease in the chest a chest skiagram is an 
absolute safeguard. Innocent tumours of the larynx are so typical in their 
appearance that no difficulty should be caused. Chronic laryngitis in some 
forms may sometimes raise doubts. Syphilis of the larynx at the present 
time is very uncommon but the Wassermann or Kahn test should be done in 
all cases. Keratosis (leucoplakia) may well raise suspicions of malignancy. 
Careful observation over a period and perhaps repeated biopsies may be 
necessary to exclude malignant change, which, only too often, does in time 
arise in many cases. 
TREATMENT 

Treatment may be by some form of radiotherapy (fig. 4a) or by surgical 
excision (fig. 4b); in the more advanced cases the two forms of treatment 
may well be combined (fig. 5), but it is true to say that for really late cases 
surgical excision is almost always necessary. Early glottic cases do well with 
both radiotherapy and with operative removal; it must be emphasized that 
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by the early case is meant one in which the carcinoma of the vocal cord has 
not yet spread to involve the two ends of the cord and in which there is no 
limitation of its movement. It is because of the good progriosis in such early 
cases, whichever form of treatment is used, that such stress is laid on the 
importance of early diagnosis. 


RADIOTHERAPY 
This is best given by external radiation. ‘Teleradium (radium bomb) and the 
cobalt beam (telecobalt) are the most satisfactory methods of treatment, but 


Fic. 5.—Carcinoma of larynx (sub-glottic). Treat- 
ment: radiotherapy followed by laryngectomy. 


when they are not available good results are obtained with deep x-ray 
therapy. With the latter, skin reactions to the treatment tend to be more 
severe and there is more damage to the normal tissues with greater risk of 
perichondritis. Should it be necessary to carry out total laryngectomy 
healing may be delayed. It is unlikely that there will be any such difficulty 
after cobalt or radium therapy. Interstitial radiation (Finzi- Harmer method) 
by the implantation of radium needles gave quite satisfactory results but this 
method has been supplanted by the more modern methods of treatment. 
With early cases one may expect at least 80 per cent. of five-year disease- 
free survival following modern radiotherapy. The great advantage is that 
the voice is normal and the larynx on examination is found to look quite 
normal. The results of radiotherapy, however, can never be accurately 
predicted. Some early cases will recur within a year or two of treatment and 
others may do so after a longer interval. In cases which are no longer early, 
when, for example, there is limitation of movement of the affected vocal 
cord, or even its fixation, radiotherapy should still be tried. The percentage 
of successes will not be as high as in the early cases but it is often well worth 





724 THE PRACTITIONER 


while. Should no success result nothing except a little time has been lost 
and surgical excision can still be carried out. 

Sub-glottic growths were for long regarded as requiring laryngectomy, but 
with the advances made in radiotherapeutic technique the results of treat- 
ment are much improved and it is almost always worth giving this method 
atrial. Should no cure result laryngectomy and, if necessary, block dissection 
of the neck glands can still be carried out. It is possible that recurrence of 
the disease after operation is less probable if a course of radiotherapy has 
been given beforehand. With supra-glottic growths the choice is certainly 
radiotherapy in the first place. The glands draining the affected primary 
area must always be treated at the same time, for metastasis is far more 
common in the case of supra-glottic growths than in those of the glottic 
area and even of the sub-glottic region. If after radiotherapy a cure fails to 
result total laryngectomy with removal of the hyoid bone and the pre- 
epiglottic space and probably block dissection of the neck glands will be 
required. 

One of the disadvantages of treatment by radiotherapy is that it takes 
time and courses of treatment will last for four to six weeks or even seven 
weeks. Quite often the patient can attend as an, outpatient for treatment 
each day. The older patient, however, is better treated as an inpatient and 
this is particularly the case in wintry or foggy weather, as there is some 
susceptibility to chest infections. Some soreness on swallowing may develop 
as a result of the treatment, but this may be relieved by the aspirin mixture 
(acetylsalicylic acid mixture B.P.C.) that is given after tonsillectomy. 
During treatment patients should cut down their smoking and they must 
try to avoid colds. Some redness and soreness of the skin of the neck often 
develops. A loose silk scarf should be worn to protect the skin. The skin of 
the neck should not be washed during the treatment and for two weeks after 
its termination. The skin may be gently dabbed with wool soaked in 
aminacrine lotion (1 in 1000) or weak flavine solution. Should the skin 
become very sore, an aqueous 1 per cent. solution of gentian violet should 
be applied. After the completion of treatment it is well to prevent too much 
sunlight falling on the treated area of skin and so sunbathing should be 
avoided. 

SURGICAL TREATMENT 
Before any surgical treatment is undertaken a careful general medical 
examination must be made and any necessary treatment given. Any gross 
dental sepsis must be removed. Before operation breathing exercises given 
by a physiotherapist are useful and these should be continued after operation. 

The operation of laryngo-fissure gives very satisfactory results in early 
cancer of the cord, provided it is done for the right case. Published results 
indicate over 80 per cent. of five-year survivals, as with the best results 
of radiotherapy. The voice that results from this operation is a hoarse voice 
but usually a strong enough one. Its great advantage is that the patient need, 
be confined to hospital only for about ten days, and so it has a definite place 





CANCER OF THE LARYNX 725 


in the treatment of the very old, who do not support the six or seven weeks 
of radiotherapeutic treatment at all well. As part of the operation a trache- 
ostomy is usually done but the tube is removed within twenty-four hours and 
healing takes place in a week or so. No particular after-treatment beyond 
some vocal rest is needed. 

If surgical treatment is decided upon for cases which are not early cases 
it has to be total laryngectomy in most instances. So-called partial laryngec- 
tomy is sometimes done, particularly in countries abroad. In this country 
it is more common to try first the effect of radiotherapy and if this fails to 
give a cure to proceed to total laryngectomy. Cases in which radiotherapy 
has failed usually demand laryngectomy. 

In total laryngectomy the removal of the larynx involves the removal of 
the anterior wall of the pharynx, and the resulting gap has to be closed by 
the suture together of the edges of the remaining pharyngeal wall. Before 
the pharynx is closed a polythene feeding tube is passed through one nasal 
fossa and down into the esophagus; it is anchored in position with a stitch 
through the columella of the nose. 

At the end of the operation a corrugated rubber drain is placed in each 
side of the neck wound and these drains are removed after forty-eight hours. 
Into the trachea is placed a large tracheostomy tube (Moure’s) which has a 
removable inner tube. This tube has round it a covering of gauze which 
fits firmly into the trachea to prevent the entrance into it of any blood or 
discharge. The inner tube must be removed for cleaning several times a 
day. The outer tube may or may not require changing every few days. A 
strong suction pump should be used regularly to remove any mucus or other 
discharge from the trachea. Sometimes crusts of inspissated mucus form 
and give rise to embarrassed respiration. A strong expectorant mixture 
(stramonium and potassium iodide mixture B.P.C.) may help to prevent 
their formation but their removal is sometimes a problem and bronchoscopy 
may be required. Spraying with ‘alevaire’ is sometimes useful. The patient 
is given a course of an antibiotic (usually penicillin) for about five days after 
operation. So far as possible morphine and its derivatives are avoided and 
nothing is given which may diminish the cough reflex. For nine or ten days 
no fluid and no food are given other than by the feeding tube. If no leak of 
saliva develops the tube is then removed and swallowing may be started: 
at first fluids and in a few days solid food may be taken. 

If healing is complete and firm, lessons in voice production may start 
within a week of the removal of the feeding tube. The majority of patients 
learn to speak with the pharyngo-cesophageal voice within a month of 
operation. It is as well for them to meet the speech therapist, who is to 
teach them, before the operation so that the method can be explained. A 
great help and one readily given is a visit to the patient before operation of 
some patient who has a well-developed pharyngo-cesophageal voice. The 
teaching of a number of patients together in various stages of progress seems 
to give a great deal of encouragement to anyone finding the voice difficult 
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to acquire. The pharyngo-cesophageal voice is really very good and readily 
understandable. It is best in muscular men. Only very few patients do not 
develop it. For those who fail to do so some form of artificial larynx must be 
used. The old-fashioned artificial larynx—a tube running from the trache- 
ostomy opening to the mouth and containing a reed—is sometimes satis- 
factory. The so-called electric larynx—a vibrator held to the neck—is 
successfully used by others. As a further development an electric vibrator 
has been introduced into an upper dental plate and quite intelligible speech 
results. It is necessary to have a narrow flex running from the corner of the 
mouth to a battery placed in a pocket. 

Two or three weeks after operation the Moure’s tracheostomy tube may 
be replaced by the less bulky Colledge tube. This may be discarded in most 
cases in a few weeks, but some patients prefer to continue to wear a tube. 
Those who use the pharyngo-cesophageal voice often complain of flatulence 
due to the amount of swallowed air and this may be a considerable annoy- 
ance. Laryngectomized patients find foggy weather rather trying and colds 
give rise to irritating tracheitis. Care must be taken, of course, to make sure 
that no water enters the trachea when taking a bath. 

Since the introduction of modern anzsthesia and the antibiotics the 
mortality of total laryngectomy has fallen greatly. A five-year cure rate of 
about 60 per cent. is to be expected. 


PALLIATIVE TREATMENT 

If no radical treatment is possible some palliation may be given by radio- 
therapy. For a time, at any rate, sufficient reduction in swelling may result 
to postpone tracheostomy in some cases. In advanced cases in which there is 
pain, particularly in secondarily involved lymphatic glands, some relief 
may be obtained by radiotherapy. Tracheostomy may well prove necessary 
to relieve dyspneea. It is often unsatisfactory, however, for more than a short 
time. Muco-purulent discharge in increasing amounts is coughed from 
the tracheostomy tube and, not uncommonly, sooner or later the growth 
spreads to involve the opening into the trachea. Certainly, if after trache- 
ostomy a laryngectomy is carried out, recurrence of the growth near the 
tracheal stoma is not at all rare. For this reason when the operation is done 
the track of the tracheostomy opening should be completely excised. 


FOLLOW-UP 

It is most important that all patients, however treated, whether by radio- 
therapy or by surgery, should be examined at regular intervals. This is 
particularly true of cases first seen and treated when in an early stage of the 
disease. If there is recurrence after radiotherapy or after laryngo-fissure 
it is always possible to operate and to operate successfully. One must there- 
fore make regular follow-up examinations to ensure that any recurrence of 
the disease is discovered as soon as possible. Should gland metastases appear 
surgical excision or treatment by radiotherapy may well bring about a 
lasting cure. 
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RHEUMATIC PAINS AROUND 
THE KNEE 


By TREVOR H. HOWELL, F.R.C.P.Ep. 


Physician, Geriatric Research Unit, St. John’s Hospital, Battersea; Consultant 
Physician, Queen’s Hospital, Croydon 


AmonG the complaints encountered in general practice, rheumatic pains of 
various kinds bulk large. Perhaps the most frequent site of such pains lies 
in or around the knee joint. During the last ten years, no less than 42 per 
cent. of 460 patients referred to the Rheumatic Clinic at St. John’s Hospital, 
Battersea, have had pain in this situation. The sex distribution of these cases 
was predominantly female (86 per cent.). Their ages ranged from the twenties 
to the nineties. The most frequent diagnosis was osteoarthritis (72 per cent.), 
followed by rheumatoid arthritis (13 per cent.). Other conditions en- 
countered were synovitis, gout, Paget’s disease, panniculitis, Charcot’s joints 
and pain from herpes zoster. Generally speaking, the patients suffering 
from synovitis were younger than the average. Many of the sufferers from 
rheumatoid arthritis had started the disease quite early in life, but by the 
time they had reached the clinic most of them were elderly. Only 6 per cent. 
of those affected by osteoarthritis were below fifty. Of the others, 16 per 
cent. were in their firties; 38 per cent. in the sixties and 31 per cent. in their 
seventies. Some g per cent. had reached the eighties before being troubled 


with their joints. As the clinic was held in a geriatric hospital, there might 
be a tendency for older patients to preponderate; in actual fact, two-thirds 
were over sixty. 


OTHER COMPLAINTS 

Many of the patients had other complaints in addition to the pains in their 
knees. Sometimes these were also rheumatic in nature. For example, one 
woman of forty also had pain in her sacro-iliac joints, neck, shoulder girdle 
and coccyx. Another, aged seventy-nine, had pain in her shoulders, elbows, 
feet and hands. In fact, multiple pains were the rule rather than the excep- 
tion in this series. The triad of obesity, osteoarthritis and hypertension was 
common. Cardiac failure was seen from time to time. Quite a number of 
the patients developed bronchitis during the winter. Every now and again 
an elderly arthritic would suddenly deteriorate owing to a cerebral vascular 
lesion—not always easy to diagnose. Some of the patients with chronic 
theumatoid disease developed a psychosis. It was therefore desirable to 
make a fairly full clinical investigation as a routine. A complaint of pain in 
the knee often covered a multitude of signs! 

The commonest site was on the inner side of the knee; next came pain in 
the muscles above the joint. Some cases showed a generalized pain through- 
out the joint; others had localized areas in the front of the knee or on its 
outer aspect. Certain patients were troubled by pain at the back of the joint. 
December 1959. Vol. 183 (727) 
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A few complained of discomfort below the knee. When these groups were 
studied more closely, it was found that they varied in mechanism and sig- 
nificance. Pain in the knee of rheumatic origin may therefore arise from 
several syndromes which require differentiation if they are to be treated 
effectively. 
PAIN ON THE INNER SIDE 

This accounted for about a third of the cases studied. On careful palpation 
of the joint, three separate types of local tenderness might be found. One of 
these was associated with tightness and spasm of the muscles on the inner 
aspect of the thigh—the adductor group. This could arise in both rheumatoid 
disease and osteoarthritis. Usually the knee was the joint mainly affected by 
the disease, but there was a small group of cases in which this adductor 
spasm was due to arthritis of the hip. When the muscles relaxed after treat- 
ment by heat, massage, and the like, the pain grew less. 

Certain other patients with pain on the inner aspect of the knee showed a 
mass of tiny corrugations, like miniature cobble stones. These usually 
occurred in fat subjects and were considered to be ‘panniculitis’. As a rule, 
such cases improved when the tender area was treated by deep massage or an 
electric vibrator to break up the nodules. Some patients with this symptom 
complex did not show any radiological evidence of arthritis. The majority, 
however, had signs of degenerative joint disease. 

The third group of cases with pain on the inner aspect of the knee had one 
local area of tenderness in the joint capsule. Some of these patients responded 
to infiltration with procaine; others did well with heat and massage. A few, 
for whom this was ineffective, lost the pain after local exposure to ultra- 
violet light. 

PAIN ON THE OUTER SIDE 
This was much less common than the previous syndrome. There appeared to 
be two separate clinical pictures. First of all was a local tender spot in the 
joint capsule, similar to that described on the inner aspect, and responding in 
the same way to treatment. The second was a complaint of pain on the outer 
side of the knee, the hip, the thigh and sometimes the ankle. This syndrome 
might easily be misdiagnosed as ‘sciatica’. Such cases usually showed a mass 
of tender nodules above the hip joint, just below the iliac crest. Some 
patients had osteoarthritis of the hip. Others, however, were normal on 
being x-rayed. When the nodules were broken up, either by infiltration of 
local anesthetic, deep massage or electric vibrator, the referred pain was no 
longer felt. This syndrome was usually found in obese women and tended 
to recur. 
PAIN ABOVE THE KNEE 

About a sixth of the patients complained of pain above the knee. This 
occurred in both osteoarthritis and rheumatoid disease. On examination, 
the pain was situated mainly in the rectus femoris muscle. If the front of 
the thigh were gently massaged for a time, a number of transverse ridges 
could be found in the tendon and the belly of the muscle. As the muscle 
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softened under the massaging hand, more corrugations or nodules might 
be felt farther up the body of the whole quadriceps muscle. Flattening out 
these ridges by heat, massage or other means was usually associated with 
diminution of pain. 

PAIN IN FRONT OF THE KNEE 
Pain in this situation seemed to be the first to appear and the last to go 
in a number of patients. There was associated tenderness localized on either 
side of the patellar ligament. It might occur in any form of arthritis. Relief 
usually followed infiltration of procaine into the tender spot, but its duration 
was variable. Some patients admitted to only a few hours’ relief; others 
stated that the pain vanished for several days. As a rule, it was necessary to 
adopt a régime of combined physiotherapy, remedial exercises and injection 
to get the best results. 

PAIN BEHIND THE KNEE 

This was found in one-twelfth of the patients. If the pain were severe, it 
was usually associated with spasm and tenderness in the hamstring muscles. 
Otherwise, there was some local tenderness deep in the popliteal fossa. Only 
one patient in this group had rheumatoid arthritis: all the others were elderly 
osteoarthritic women. They found extension of the knee painful and diffi- 
cult. To get relief, most of them required prolonged physiotherapy. 


GENERALIZED PAIN 
In some the pain was generalized, affecting all aspects of the joint. This 
could occur in the active stage of rheumatoid arthritis, in exacerbations of 
osteoarthritis, in synovitis, gout and Paget’s disease. Functional or psycho- 
genic complaints of pain in the knee were also described as being 
generalized. Hence all cases without localization of tenderness require 
careful investigation. 
MUSCLE SPASM 
One-fifth of the patients in this series had muscle spasm as a factor in the 
production of their rheumatic pains. Strangely enough, only one of these 
was male. Usually, the hamstrings or the adductor group were involved; but 
a few examples of spasm in the whole quadriceps femoris occurred. The pro- 
portion was higher in rheumatoid arthritis than in degenerative joint disease. 
A typical case showed flexion and adduction of the leg in addition to pain 
and tenderness in the knee. This made standing or walking difficult. If long 
continued, it could give rise to permanent contractures and deformities. 
There was a real danger of a vicious circle of pain, immobility and deformity 
which led inevitably to permanent crippling unless interrupted. Hence 
muscle spasm is a danger signal, calling for intensified treatment in all 
cases of joint disease. 
SUMMARY 
Seven syndromes are described, all of which can be associated with rheuma- 
tic pain in the knee. To get the best results from treatment it is desirable to 
differentiate between them when making a diagnosis. 





INFLUENZA, 1959 


By R. C. F. SMITH, M.D., D.P.H. 
Medical Officer of Health, North-East Durham 


In January, a comparatively mild but very infectious virus infection of the 
respiratory system spread rapidly throughout the North. 


CLINICAL FEATURES 

The onset was sudden: a feeling of malaise, shivering and chills, frontal 

headache and rapidly increasing pyrexia. Those who went promptly to 

bed and stayed there for four days fared the best. On the other hand, a 

day or two in bed, then the resumption of duties, led invariably to a recur- 

rence of fever and malaise which waxed and waned for one or two weeks. 

There was little or no nasal discharge: merely a feeling of stuffiness, but a 

descending tracheitis was common with a harsh, brassy cough. The symp- 

toms were those of influenzal pyrexia, a proportional increase of pulse rate, 

brown furred tongue, appetite not lost or even greatly diminished, sweats 

usual and severe, and central frontal headache for the first two days. ‘Sigma- . 
mycin’ capsules six-hourly were given on the second day to ward off 
secondary infection, but, owing to the enteritis occurring within forty-eight 

hours in some patients, this therapy was discontinued and oxytetracycline 

substituted. It was discovered that pyrexia was rapidly controlled, thus 

implying that some of the large viruses may have been present, and the 

purulent bronchial exudate became white, curdled and presumably sterile. 

Twelve tablets, each containing 250 mg., was the usual dose per patient 

and proved adequate. 


COMPLICATIONS 
These only occurred in those who persisted in getting up on the second 
day or so. 

Recurrence of all signs and symptoms, i.e. a relapse, and the condition 
waxed and waned for two to three weeks. As soon as antibiotics were with- 
held the bronchial exudate became purulent, profuse and accompanied by 
audible wheezing rhonchi and coarse rales, together with low pyrexia. 
These patients required 16 to 20 tablets, gradually stepped down before the 
patients were clear. 

Hemorrhages.—A few streaks in the pulmonary phlegm were common 
and, of course, of no significance, but in many cases rupture of a vein in 
the soft palate was seen towards the end of the first week when the patients 
were lying down and they wakened up with a feeling of severe aching and 
the sensation of a lump in the roof of the mouth. Examination revealed a 
one-sided, dark, plum-like swelling with a large distended vein near the mid- 
line. After two to three days the marked tenseness and aching abated leaving 


December 1959. Vol. 183 (730) 





INFLUENZA, 1959 731 


a thrombosed vein which resumed its normal size in a matter of weeks. 
Frank nasal bleeding was absent, but small capillary hemorrhages were 
common, due to congestion of the mucous membranes. 

A small tear in the vitreous capsule with ‘sparks’ and a shooting light on 
looking laterally or moving the head occurred in one. Examination at the 
eye centre showed no abnormality of the eye. Over a period of months 
the light became more dim and finally disappeared. Naturally one was 
alarmed at this sign as detachment of the retina is the differential diagnosis. 
Whether or not this was a complication of a virus infection is impossible to 
decide as such incidents occur in apparently healthy persons. 

Diarrhea did not occur with oxytetracycline, but slight looseness of the 
stools, flocculent in type, was present in a few and lasted a week or so after 
the antibiotic was discontinued. No doubt it takes quite a few days for the 
intestinal flora to regain its former balance. 

Backache was common for a week or so in those who neglected treatment 
in the early stages, in particular prompt bed isolation. Suitable medication 
with ‘panocil’ relieved this symptom. 

Aspiration pneumonitis.—There were two cases of aspiration pneumonitis. 
The clinical features were blockage of a lobe with retention of secretions, 
pyrexia to 103° F. (39.4° C.), toxic brown dry tongue, blood-stained sputum, 
rapid pulse and an area of pulmonary collapse with coarse rales and dullness. 
Doubling the dose of antibiotics, thumping the affected lobe, and deep 
breathing exercises proved effective in preventing a lung abscess. 

Extrasystoles when the heart resumed its normal rate were common for a 
week or so. Some occurred at irregular intervals and one patient ‘dropped’ a 
beat every seventh. 

Sinusitis in a mild form, with pain on either side of the nose, was common 
but no real infection occurred. 

Neuritis—Three cases occurred and were all a minor brachial form with 
pain in the arm and ending at the stellate ganglion of the radial nerve. 

Depression was common but rapidly improved with dexamphetamine in 
the overweight and strychnine in the lean. 


TREATMENT 

Besides the obvious advice—bed, fluids, symptomatic treatment for head- 
ache—oxytetracycline, 250 mg. four-hourly for two days and stepping down 
to twelve-hourly, proved effective in those who received treatment in the 
early stage. Those who were not so treated required extra antibiotics to calm 
the waxing and waning of the infection. In addition, ‘tyzanol’ to shrink the 
nasal membranes proved a boon as ‘rebound’ was not noticed and the 
effect persisted for some four to five hours. 

It would appear that in such infections prompt bed rest with antibiotics 
will hasten recovery, prevent spread and, most important,’ allow the patient 
to resume work earlier than he otherwise would. 





THE TREATMENT OF BOWEL 
DYSFUNCTION IN INFANTS AND 
YOUNG CHILDREN 


By MARY CAMPBELL-MACKIE, M.B.E., M.B., Cu.B., D.Onst.R.C.O.G, 
Formerly Assistant Medical Officer for Maternity and Child Welfare, Birmingham 


THOsE of us who work at children’s clinics see large numbers of mothers 
and children. The main purpose of our work is to give advice which will 
help parents to bring up their children in the best possible way, physically, 
emotionally, and socially. To attain this one has to be able to appreciate 
the importance of psychological upsets that occur in both mother and child, 
as well as the more obvious causes of malfunction. We encounter our first 
difficulties in the feeding problems but, with the improvement in antenatal 
care and better preparation for breast feeding during this period, much has 
been done to ease these problems. With the early introduction of a mixed 
diet and the variety of foods now available, we can usually tide the mother 
over both her and her infant’s feeding difficulties and so help to establish a 
good early relationship between mother and child. 

The educational task of training a child to be clean is of a different nature 
and in this it is essential to interfere with the child’s natural tendencies as 
little as possible, because the amount of satisfaction and frustration experi- 
enced during the various phases of early bowel upsets are of far-reaching 


importance in the mental and physical development of the child. Although 
the ultimate aim is to get the child clean, the methods used to acquire this 
vary considerably. It is always better that the mother should deal with this 
problem, so as to maintain a good steady relationship, but often one has to 
endeavour to alter the mother’s reactions to her child’s instinctive tendencies, 


CAUSES OF BOWEL DYSFUNCTION 

There are often intolerance of, and resentment at, having so much nappy 
washing. Many mothers feel the child must submit to her will and control, 
which usually ends in a battle of wills and no control. The child is considered 
to be ‘naughty’ and often punished, and the rebellion caused in the child 
leads to resentment against the mother, not only in this, but in many other 
things: e.g. refusal to feed, and to lie down to sleep. Lack of understanding 
that there are variations in the acquisition of control and rhythm of bowel 
movement often leads to the unnecessary giving of purgatives. This, par- 
ticularly when the purgatives are unphysiological in their, action, can do 
much harm. Salines, e.g. magnesia, cause small intestine hurry, and liquid 
paraffin, amongst its other serious disadvantages, interferes with vitamin 
nutrition. Ritual purgation, by any means, must always be condemned. 
Happily, we find that many mothers are more tolerant and realize that the 
child’s development is largely instinctive. They are willing to accept its 
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different phases and they often achieve earlier regularity in bowel move- 
ment than when drastic methods are used. It is obvious that the child’s 
wish to cooperate is closely linked to existing emotional situations between 
child and mother, and also other members of the family group. 

There are many other factors which occur throughout infancy and child- 
hood which upset a good emotional relationship and give rise to bowel 
disorders. Some may require specialist attention, as for example, organic 
disease, congenital stricture, hiatus hernia, fissure-in-ano, and mental 
defect. Others are amenable to general methods of treatment and manage- 
ment, e.g. digestive upsets; teething disturbances; illnesses, especially those 
requiring admission to hospital and separation from the mother; a change in 
surroundings, and domestic upsets; the arrival of a new baby, often causing 
jealousy and a breakdown in bowel and bladder behaviour. 

If one can step in and prevent the effects of such disturbances becoming 
chronic disabilities, then valuable time is saved and unnecessary treatment 
is avoided. This is particularly evident in the case of disturbed bowel 
rhythm and constipation. 


THE USE OF STANDARDIZED SENNA 
It was with this aim in view that I decided to investigate the value of 
standardized senna (‘senokot’) in the treatment of bowel upsets and con- 
stipation in infants and children at a welfare centre. The reasons for the 
selection of this drug were :— 

(a) Its safety (strikingly illustrated by Hawkins, 1958). 

(b) The absence of irritation or interference with nutrition (Douthwaite and 
Goulding, 1957; Fairbairn, 1958). 

(c) A neuromuscular action limited to the lower bowel (Lancet, 1952). 

(d) The large number of satisfactory clinical reports, including that by Braid 
(1954) which describes its re-educative value in the treatment of difficult cases of 
constipation in older children. White and Dennison (1958) have recently confirmed 
that the dose can be gradually reduced and discontinued and that there is no habit 
formation. 

(e) It is cheap. 

Pharmacologically the anthracene group of drugs (senna and cascara 
being the most important) has always been the most attractive of all stimulant 
laxatives, but preparations of these drugs, including syrup of senna B.P., 
could not be relied upon (Browne et al., 1957; Duncan, 1957). The advent 
of a fully active, standardized preparation of senna appeared therefore to 
hold the promise of a safe and physiological means of stimulating peristalsis 
which, carefully applied, might assist in the early establishment of normal 


rhythm. 
RESULTS 


One thousand consecutive cases of infants of two weeks and children of 
various ages up to five years were seen for the purpose of this investigation. 
The number of cases with bowel dysfunction which did not respond to 
general treatment and the results obtained by the use of ‘senokot’ in these 
cases are given in table I. It is necessary to emphasize that the essentials 
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of an adequate and balanced diet, with a sufficient intake of fluid for each 
child, the addition of fruit juices, extra water, and special cereals, and a 
change to a different form of sugar, but not excessive in amount, were all 
carefully considered before any resort to ‘senokot’ was made. Strict training 





No. of unsatisfactory results | No. of satisfactory results 
with general treatment by addition of ‘senokot’ 





Infants 18 17 
Children 42 41 











Total | 60 58 





TABLE I.—Results of the use of ‘senokot’ in 60 infants and children. 


was not the object in view, but rather a reconditioning of the bowel to its 
individual, normal rhythm. 

CASE RECORDS 
The illustrative case notes which follow demonstrate the dramatic effects 
which were obtained by the use of standardized senna, when required. 


Group 1 (3 months to 1 year) 

Case 1.—A first baby born in hospital. A difficult birth (failed forceps terminating 
in a Cesarean section) following on a toxemic pregnancy. Birth weight, 8 pounds 
6 ounces (3.8 kg.). Breast fed with difficulty in hospital, an irritable baby, difficult 
feeder and very windy. 

Breast milk failed after the mother returned home and the baby was put on to 
artificial feeding. Owing to the mother’s low state of health we did not see the baby 
at the clinic until he was 10 weeks old. Meantime, as so often happens, changes were 
made from one dried milk to another, with no improvement. The baby vomited 
after and between feeds, failed to gain adequate weight, cried a lot and was very 
restless. It was soon apparent that the mother’s attitude to her child was almost 
one of resentment because he was so difficult, especially following on her unhappy 
experience of a difficult confinement. Every effort was made to impruve this 
relationship and to correct the amount and method of feeding. Little improvement 
was seen, however, the baby strained at stool and the motions were hard and 
irregular. The mother wished to have further advice and, in cooperation with her 
family doctor, a pediatrician was consulted. X-rays revealed no abnormality. 
Phenobarbitone was given fifteen to twenty minutes before the feeds. This helped in 
quieting the child and in lessening the vomiting, but he still remained very distended 
with wind in his bowel, hard and irregular motions, and unsatisfactory gain in weight. 

‘Senokot’ was now given, half a teaspoonful, before the last feed. In the first 
week the bowel became more normal and there was a gain of 13 ounces (420 g.), 
instead of 1 to 2 ounces (30 to 60 g.) in the previous weeks. During the second week 
the dose was gradually reduced and by the end of the third week a normal motion 
was passed almost at the same time each morning without any ‘senokot’. 

He has since made steady progress with no further upset and is now on a mixed 

diet. Both he and his mother are extremely happy. 
Case 2.—A first baby, born at home in mother-in-law’s house. Normal delivery; 
birth weight, 7 pounds 5 ounces (3.3 kg.). When seen at the age of 7 weeks he 
was found to be doing well on artificial feeding. Subsequently, however, he developed 
otitis media, followed by bronchitis and gastroenteritis, which necessitated admission 
to hospital and separation from the mother. He was next seen at the age of 4 months, 
when the mother complained that he screamed when passing his motions, but that 
her mother-in-law had used glycerin suppositories. Advice was given on management, 
extra fluid, and a change to a different sugar, and these brought a quick adjustment. 
The child was subsequently seen at intervals, found to be prone to upper respiratory 
infection and progress was rather indifferent. 
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At the age of 8 months he was brought because he had not passed a motion for 

six days, and he screamed when he tried to do so. Hard masses were found in the 
rectum and a slight fissure-in-ano. In cooperation with the family doctor, the 
district nurse was asked to give an oil enema, followed by a small washout. The 
masses were removed, the fissure treated and ‘senokot’ prescribed. The bowel 
was quickly restored to a regular rhythm. The child has been seen regularly at 
home by the health visitor and also at the clinic. There has been no relapse and the 
child is happier in every way. 
Case 3.—A second baby, born at home. Birth weight, 9 pounds (4 kg.). A good 
mother, but very apprehensive, as she had had trouble with her Arst baby. The baby 
was breast fed up to 2 months, when, owing to difficult housing conditions, the 
mother became very exhausted and the breast milk failed. The baby was put on to 
Cow and Gate dried milk and took her feeds well, but was rather sick as she had 
also been when on breast feeding. With the change to artificial feeding, there was 
some difficulty with the bowels, but this was corrected by extra fluid and a slight 
increase in the sugar content. The child continued to be excessively sick, however, 
and the mother was asked to see her own doctor and he sent the child to hospital. 
X-ray examination revealed a partial thoracic stomach with little reflex, but no 
obstruction. Postural feeding was advised and vomiting became much less and the 
weight gain more satisfactory, but the stools remained hard and the bowel rather 
distended with flatus. 

‘Senckot’ was advised and the improvement was quite dramatic. There was a 
gain of 10 ounces (280 g.) in one week. ‘Senokot’ granules were given only on 
alternate nights during the second week and discontinued during the third. There 
has been no relapse since and, although the baby still has some vomiting, she has made 
excellent progress during the past three months. I feel that here a great deal of 
unnecessary psychological upset was prevented. 


Group 2 (1 to 3 years) 

One has to be very careful in dealing with this age-group because this is the 
time when there are frequent upsets, even in a child who has gained control, 
largely because of the development of a definite ego and often aggression, 
especially when this is met by anxiety and lack of understanding in the 
parent. The child often refuses food and withholds his stools because he 
enjoys doing this and gets more fuss and attention by doing so. The use of 
‘senokot’ was found useful in cases in which the retention of the stool had 
caused difficulty in passing it, or when one found the parent would not 
respond to advice and was causing unnecessary psychological upsets to the 
child, herself, and often the whole family. 


Case 4.—This child, aged 2} years, was quite clean until the arrival of a baby sister. 
He then refused to use his pot, withheld his stools, and wanted to be fed, although 
up to then he had fed himself. The mother was very resentful and domineering and 
unwilling to accept this as a natural reaction to jealousy of the new baby. ‘Senokot 
was tried and within a week he passed a normal motion at the same time each morning 
and used his pot again quite happily. 

Group 3 (3 to 5 years) 

These children were seen less often at the clinics than the younger groups. 
In nearly every case there was a history of constipation from quite early 
days and they were found to be difficult children, capricious in their 
appetites, and often given to temper tantrums. Several had been sent to 
hospital by their own doctors because of bowel difficulties. Lack of training, 
or excessive training, psychological upsets in the home, were often found. 
These children often complained of abdominal pain. 
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Case 5.—This four-year-old girl always had a poor appetite and had complained of 
abdominal pain off and on for quite a time: so much that she had been sent to 
hospital, where no abnormality was found. It was obvious that the mother found the 
child extremely difficult. When she was seen at the clinic the bowel was very con- 
stipated. ‘Senokot’ was advised. She had one teaspoonfu! of the granules regularly 
for two weeks and then the dose was cut down gradually. The motion became 
normal, her colic disappeared and she became much happier and fitted into the 
family group more easily. 
DISCUSSION 

It is almost axiomatic that the longer a physiological function remains 
disturbed, the longer it will take for normality to be restored. Certainly 
this is true of bowel dysfunction. Its correction in infants may be achieved 
in a matter of weeks, whereas in children retraining may take months or 
even years before permanent results are achieved. In my view, the important 
principles in treatment are minimum interference with the child, the 
establishment of sound relations between mother and child, and the early 
restoration of a natural rhythm. The introduction of standardized senna 
marks a step forward in treatment in that it provides a safe and physio- 
logical means of restoring the natural function as quickly as possible; this 
itself exerts a most favourable influence on the psychological background. 

Much, however, remains to be understood of the fundamental causes of 
many of these cases. For instance, the variation in rhythm in the development 
of bowel control is often correlated with a variation in the acquisition of 
other skills in the same child. There is also a frequent history of con- 
stipation in one or other of the parents which may indicate a familial factor. 


SUMMARY , 

(1) Bowel dysfunction in infants and young children represents a serious 
threat to the happiness and wellbeing of both mother and child. 

(2) In a consecutive series of one thousand infants and children to the 
age of 5 years, seen at an infant welfare clinic, 60 cases of bowel dysfunction 
failed to respond to dietary measures and general treatment. 

(3) Carefully graded dosage of standardized senna (‘senokot’) was found 
to be of considerable value in the establishment of normal habits in 58 of 
these 60 cases. Its action is educative, it is easy to give and liked, and it 
is cheap. 

I am indebted to Dr. M. Burn, the Medical Officer of Health, for permission 


to publish this article and to those general practitioners whose cooperation made 
the investigation possible. 
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ANKINOIA 


By SIR HENEAGE OGILVIE, K.B.E., D.M., M.Cu., F.R.C.S. 
Consultant Surgeon, Guy’s Hospital 


ANKINOIA is a Greek word meaning ‘suspended judgment’. It is an outlook 
characteristic of the Scot, and its meaning is best illustrated by a story. 

A school inspector was visiting a school in one of the lowland valleys of Scotland, 

famous for its sheep. He was very proud of his drawing, and he said to the children: 
‘I will draw pictures of animals on the blackboard, and I want you to tell me what 
they are’. First he drew an elephant, and all the children shouted ‘elephant’. Then 
he drew a giraffe, and they all shouted ‘giraffe’. And so on, till finally he drew a sheep, 
which was greeted with dead silence. So he said: ‘Come, come children, you must 
know what this is’. But still there was no reply. At last he pointed to a small boy, 
and shouted: ‘Hi, you tell me what you think it is’. With great deliberation the boy 
answered ; ‘Weel, I was thinking it might be a cross between a Border Leicester and 
a black-faced ewe, but I’m no sure’. 
This story gives an example of that caution, of that productive doubt for 
which St. Thomas the twin was praised, of that suspended judgment which 
is the mark of common sense, indeed of maturity. It is the quality which the 
general practitioner is particularly fitted to exercise; indeed, which it is his 
duty to exercise for the good of medicine as a whole. 


THE V.I.P. AND THE V.O.P. 

The National Health Service, though it is open to criticism in countless 
ways, and could be improved in most of them, has at any rate put at the 
disposal of the poor and humble a privilege formerly available to the rich 
only: that of consultation with a specialist of his choice. The domiciliary 
consultation, invaluable alike to the patient, the practitioner and the con- 
sultant if used rightly, is often sadly misused. It can be a cheap and easy 
means of keeping a querulous patient quiet for a few days longer, a device 
for jumping the queue of the waiting list at the hospital, or a mears of giving 
a four guinea tip at Government expense to an impecunious consultant 
friend. A domiciliary consultation that is not attended by the patient’s 
general practitioner is not a consultation at all. 

The general practitioner is the most important person at a consultation— 
more important even than the patient. He alone can give the story of the 
illness consecutively and in true proportion. He alone can give the genetic 
background of the patient, and advise how his personal idiosyncrasies and 
his past maladies may have modified the progress of the disease. He alone of 
the assembled group speaks with the background and the outlook of the 
ordinary human being. In most crises in life there is someone—the priest, 
the general, the politician, the business magnate (in a consultation it is the 
specialist or the patient)—who from his background, his training, his 
official position, his part in the matter in hand, assumes the lead. His words 
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and actions are influenced by a sense of dedication. At the moment he is a 
V.I.P. He needs above all the help of a V.O.P., a very ordinary person, who 
can play the part of the Fairy Queen in ‘Iolanthe’: ‘On fire that glows with 
heat intense I pour the hose of common sense, and out it goes at small ex- 
pense’. All nations in the 1939-45 War were dominated by V.I.P’s: 
Churchill, Hitler, Roosevelt, Mussolini, de Gaulle. Churchill had as many 
cracked brain-waves as Hitler, but he had the sense, in most instances, to 
listen to Alanbrooke. Hitler, fortuiately for us, bumped off the only sensible 
adviser he had—Erwin Rommel. A consultation without a general practi- 
tioner is a contest between two V.I.P’s without the help of a V.O.P. It is 
hubris untempered by ankinoia. 


THE PARENT STOCK 

For many years, I have believed, and have prophesied in public, that the 
eclipse in which general practice had languished in apparent grading, though 
never in public esteem, was being put right by the march of events, and that 
family doctoring must resume its place as general medicine, the parent 
stock from which all special branches have been derived, and to which they 
must return in the future for refreshment. Dr. Lindsey Batten, in a lecture 
delivered at St. Bartholomew’s Hospital, tells of a candidate for a house 
appointment who, when asked what branch of medicine she hoped to take 
up, replied: ‘Well, I suppose in the end I shall drift into general practice’. 
Such an answer, given in 1900, would have filled any doctor with horror. 
Today it would place that young lady as a psychiatric misfit who should be 
steered away from general practice for the good of general practice. How 
came it that between these two periods there was a tendency to look on 
general practice as a lower stratum in the medical hierarchy? 


RETROSPECT 

The Greeks, at any rate the Athenians, attained in medical thought, as in 
politics, science, architecture, poetry, sculpture, and the drama, a higher 
level than was reached by their successors for the next two thousand years. 
Greek medicine rested on an indifferent smattering of the basic sciences, 
but it had a true scientific outlook in that it was based on observation and 
reason, and it was little tainted with tradition and theory. But after the golden 
age of Greece, tradition and authority governed medical teaching. Textbooks 
no longer recorded, like those of Hippocrates, what the doctor himself had 
observed of symptoms and signs, of the progress of disease, and the effects 
of treatment. They contained the theories and pronouncements of teachers 
based on their authority rather than on their observations. When, with the 
Renaissance, men turned from the orthodoxy of Galen to seek fresh 
knowledge, they worked as scientists rather than doctors, as research workers 
rather than humanists. Men like Harvey, Boyle, and Thomas Browne and 
the brothers, John and William Hunter, were concerned with unravelling 
the secrets of Nature rather than with helping the sick. 





ANKINOIA 739 


THE RETURN OF HUMANE MEDICINE 

It is a little difficult to decide what spark set off the flame of philanthropy 
that swept over Britain at the beginning of the 18th century. A new spirit 
came over medicine, or rather there was a return to the old spirit; the spirit 
of Hippocrates. The patient was once again the centre of the picture. 
Observation replaced theory and recorded facts were more important than 
scientific theories. The return of humane medicine was associated with two 
names; Boerhaave in Leyden and Sydenham in London. 

At the end of the 17th century there were only three or four hospitals in 
England, and they were concerned with keeping the more revolting diseases 
within walls rather then with helping the sick poor. By the end of the 18th 
century between fifty and sixty new hospitals had been founded in England 
and Scotland. These hospitals attracted a new breed of physicians and 
surgeons. They were not seeking fame and fortune at Court, but setting out 
into the highways to find the halt and the sick. They were less concerned 
with exploring the secrets of Nature than with relieving suffering. They 
wrote, not of their successes, but of their difficulties. 

What of general practice during these centuries? There was no general 
practice, or rather medicine was one and undivided. Physicians lived by 
their fees or by the patronage of rich men, so that the rich tended to be cared 
for by the best physicians, and the physicians with the highest reputations 
tended to practise among the wealthy. Anybody could practise medicine, so 
the doctor’s education was very much what he, or chance, chose to make 
it. Those who came from learned families were probably educated at the 
Universities, and then attached themselves to some well-known teacher at 
home, or in France or Italy. They spoke and wrote Latin, and studied the 
textbooks of the time. Those less fortunate worked as apprentices to some 
practising physician, and learned their trade from him. The humbler 
leeches who practised in the villages or the poorer districts of the towns often 
combined their doctoring with the work of the barber and the vet. 

With the growth of the hospitals the untrained leech started to disappear, 
and those who intended to practise medicine attended courses at some 
hospital before serving a term of apprenticeship in practical procedure. But 
it was not till the Crimean War, which drew the attention of the public to the 
very unsatisfactory standard of care that the sick and wounded were re- 
ceiving, that the Medical Acts laid down a minimum standard of educa- 
tion and training for all doctors. 


A GOLDEN HALF-CENTURY 
There followed a golden half-century of British medicine. All doctors were 
equal, or at any rate they were one happy family. Undoubtedly some were 
able by the pull of wealth or family connexions to find short cuts to the more 
desirable posts, but on the whole they all had the same education, did the 
same work, and had equal opportunities for advancement. They had the 
same background of education in the classics and the humanities, they had 
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the same training in the basic sciences, they went through similar hospital 
courses reading the same favourite textbooks, and afterwards they practised 
a medicine that was entirely general, and included surgery, midwifery, 
and what were later to emerge as the specialties. They worked hard, but they 
also lived a gracious and cultured life, and could keep in touch with literature 
and the arts. 

There were no specialists. ‘There were consultants, but a consultant 
practice was not a planned career; it usually sprang from uncommon in- 
terests and unusual abilities. It was the outcome, not of a doctor’s desires, 
but of the opinion of his contemporaries. Consultants were awarded their 
position, and they earned it, for in that open market it was impossible to 
keep a good man down, or to keep a bad man up indefinitely. Many of the 
great names in medicine, such as Sir James Mackenzie, had started as family 
doctors. On the other hand, many of the successful and honoured, but not 
famous, figures in the consultant world, who were on the staff of London 
teaching hospitals as physicians, were, though they would not admit it at 
their college, what we should now call West End G.P’s. 


THE CULT OF THE SPECIALIST 

The cult of the specialist started in the latter half of the 19th century, but 
until the 1914-18 War it was latent. The newscience of bacteriology, started 
by Pasteur, demanded special knowledge, special surroundings and special 
apparatus that prohibited any other study. Radiology followed soon after. 
The invention of new electrical and optical devices that allowed the in- 
spection and study of parts of the body hitherto invisible, brought new 
regional specialties. But till the War these new branches were in the hands 
of men who would fit the most exacting definitions of consultant: men with 
the enthusiasm of the pioneer and the special knowledge of the explorer. 

As soon as the War was over, these groups began to plan specialists’ 
degrees and diplomas, to form specialist associations and to publish specialist 
journals. They offered attractive openings for young men recently de- 
mobilized or recently qualified and seeking above all a pleasant haven safe 
from competition, with limited hours, and little need to break new ground. 
They became closed corporations, with the self-conscious superiority of a 
trade union, and equal power to put blacklegs out of business. After the 
1939-45 War a Minister, with the omniscient omnipotence of a Party newly 
swept to power, decided that henceforth specialists should treat all but minor 
ailments, and that general practitioners were a lower grade of doctor. His 
successors and their servants have since acted on this assumption. In 
London the Commissars of Kingston and Barnet took away from the local 
practitioners the hospitals they had themselves founded to look after their 
own patients, a course whose folly is only now beginning to be realized. 


LOST POSITIVES 
Among the many ephemeral bodies that arose during my time in the 
University of Oxford—bodies that had as their object some ideal such as 
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the righting of a wrong, the rescuing of a lost cause, the founding of a new 
religion, or the launching of a sartorial fashion—none was more worthy or 
more short-lived than the Society for the Restoration of Lost Positives. 
That such a society was needed is seen if we open the dictionary at dis, 
in, or un. There we find battalions of negative words, for the most part 
adjectives, signifying the absence of qualities whose very existence has been 
forgotten: incognito, incommode, inexorable, insipid. In a recent play a 
wife snaps at her husband: ‘You’re uncouth’, to which he replies: ‘I’m 
just as couth as you are’. 

In other instances both the positive and the negative remain, but the 
positive is sickly. It is losing ground, and if we are not careful it will dis- 
appear altogether. Such words are disintegration and integration. Dis- 
integration we see everywhere around us. Integration is an aim that is seldom 
proposed, and never pursued with enthusiasm. Yet integration is something 
of which the world, and in particular medicine, is in great need today. 


DISINTEGRATION 

Disintegration is not evil; indeed, it is an essential part of the advance of 
knowledge. Whenever a politician, a social investigator, or a scientist is 
faced with a problem, he must first ‘break it down’, separate it into com- 
ponent parts of simple structure each of which he can study separately. He 
must disintegrate it. A biochemist, who wishes to know more about the 
structure of an antibiotic or a vitamin, first breaks down its enormous mole- 
cule into a number of smaller but still complex molecules, and studies each 
to find its exact formula. Then he endeavours to find how these molecules 
are linked to each other. Finally he sets out to rebuild the original substance 
from these now known component parts. He has disintegrated in order to 
reintegrate: and in all enterprises that are limited in scope and time, dis- 
integration and integration should follow one another. When, however, the 
process under consideration requires not hours, days, months or even years, 
but decades, generations or even centuries, disintegration becomes a whole- 
time occupation, even an end in itself. Reintegration is left to others. And 
because rebuilding is always more lengthy, more laborious, and less spec- 
tacular than knocking down, it is often passed to some departmental stooge 
or not done at all. 


THE DISINTEGRATION OF MEDICAL EDUCATION 
Perhaps the most disastrous example of disintegration today is to be seen in 
medical education. The growing complexity of medical knowledge has led to 
specialization. The specialist was first a wise and experienced doctor, who 
devoted more and more of his time to the study of a particular method of 
investigation or to the treatment of certain diseases or of certain parts of 
the body. Then the need for wisdom and experience was replaced by the 
need for special study, but the specialists still underwent a general training 
and the specialist departments were reference departments. Lastly came the 
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present era, the era of specialist diplomas, specialist associations and 
specialist journals, the era of the closed shop in which none but those 
holding the right ticket are allowed access to patients of a particular type, in 
which the student can learn about important aspects of medicine and surgery 
only by attending the correct departments, in which at his Finals he is 
subjected to special papers and to practical examinations by specialists, 
in addition to those in general medicine, surgery and obstetrics. No specialist 
has yet advanced the thesis that the part is greater than the whole, but all of 
them believe in their hearts that their own part is equal to the whole. 

~ Disintegration attacked pre-medical education later still. For many years 
the pre-clinical subjects were taught, and well taught, by young doctors on 
their way up the ladder of teaching hospital appointments. From the point 
of view of the education of the doctor they were better taught than they are 
today, because the men who taught them were doctors, and they knew the 
bearing of the subjects they were expounding upon the processes of disease, 
the causation of symptoms and the principles of treatment, and they 
integrated them into a coherent and progressive system of medical education. 
Nous avons changé tout cela. The teachers of pre-clinical subjects are now 
whole-time experts, very few of whom have any medical education. The 
man whose task is to teach botany, chemistry, or physics, even though the 
standard required of him is little more than advanced kindergarten, now 
holds a university chair as Professor. He can hardly be blamed if he tends 
to treat his subject as a pure science unrelated to medicine, to expound it asa 
research exercise and a training in the scientific method, and to load the 
students’ minds with. totally irrelevant detail. 

The disintegration of medical education was given a blessing and an 
increased momentum by that covey of non-medical experts, the Good- 
enough Committee. The suggestions for integration put forward by the 
Cohen Committee passed unheeded because that committee contained a 
number of general practitioners, but no Fellows of Trinity College, Cam- 
bridge, or of the Royal Society. 


THE MENACE OF THE EXPERT 

Everywhere today we are met by the menace of the expert. The disintegrators 
are all experts. They say in effect: “This is my own bit of the tree of know- 
ledge. I tore it off first. Who the hell are you to presume to discuss it?’. 
And yet the expert is expert in a limited field only. The man who knows 
‘ enough to understand the work of many experts and yet not enough to be 
impressed by their jargon is the man most likely to pick out from here and 
there the pieces that complete the jigsaw puzzle and fit them together. The 
integrator is needed today in science, in medicine, and in industry. 

A private commercial enterprise must be good, or it will fail. It is good 
because it is perfectly integrated. In it the expert holds his proper place, 
being given complete authority in the sphere in which he is expert. But the 
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general direction of the firm, the sifting of expert advice and the blending 
of the views of experts into a coherent policy, is the work of the directors: 
men who may know little about the technical matters with which the firm 
deals, but who are experts at common sense, at assessing the relative 
importance of the various recommendations that have been given them and 
making the correct decisions. While they sit round the board doodling the 
curves of Marilyn Monroe on the blotting paper before them, their brains 
are sifting and rearranging facts with the unerring precision of an electronic 
computing machine. 

When I was at Oxford, my motor cycle was maintained by one William 
Morris, a kindly honest man, a hard worker, trained in simple engineering 
but with no outstanding traits of personality. He started to make a small 
motor car from component parts, assembling a few dozen a year.- Yet 
within a few years he had shown himself to be one of the greatest integrators 
in history. He was no inventor. He was no financier. Yet he combined 
designers, engineers, body-builders, salesmen and capitalists into the greatest 
motor firm in the British Empire. He had an uncanny judgment of ideas and 
of men, and he gave to each its or his proper place in a smooth-working 
‘machine. 


THE GOOD DOCTOR 

The worth of the doctor in after-life depends more upon his general edu- 
cation than on his vocational training. The good doctor is not he who 
can talk in mille-equivalents or who can compare the bacterial spectrum of 
‘terramycin’ with that of streptomycin. He is the man who can talk to his 
patients and his colleagues with information on a number of unrelated 
topics, who can read languages other than English and understand the 
cultural background of other countries; the man who, confronted with a 
problem he has not met before, can marshall the evidence he has, assess 
the emphasis that should be given to each item, and come to a decision that 
may not be right but is, at any rate, a logical one; or decide what further 
information he needs before he can come to a conclusion and where to seek it. 
We must ensure for our own sons and for those whose careers we can 
influence, that their general and cultural education is continued throughout 
their student days. es 

General practice is in itself a continuous exercise in integration. Each 
disease has two aspects: the pathological process, its evolution, and the 
way it interferes with the structure or functions of the body; and the patient, 
his physical and psychological make-up, the way he modifies the disease 
and the way the disease affects him. Disease is not a disembodied pheno- 
menon; it exists only in its victims. The practitioner in his work is always 
integrating those aspects of disease. His training has taught him the basic 
facts of pathology, and his observation has told him about the heredity, 
previous illnesses, vigour and temperament of the patient. His knowledge 
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and wisdom can often prevent the specialist from going astray. To hirn, 
each fresh incident is not a ‘case’, but another page in the growing dossier 
of Mr. Smith. 


MULTI-LETTERED MEN 

The disintegration that has accompanied the advance of science has robbed 
the older corporations of the strength that comes from unity. The College 
of Physicians and the College of Surgeons arose in the desire for higher 
standards that was apparent in every branch of learning at the time of the 
Renaissance. They were founded to promote the art and science of the two 
branches into which medicine was tending to separate. Men could no longer 
keep in touch with the whole art of medical practice, or follow all that 
was being written and taught about the changing trends of science. In a 
sense therefore the founding of the Colleges was a disintegrating step. 
The physicians studied physic, the surgeons the treatment of disease by 
manual processes, but further than that they did not specialize. Physicians 
and surgeons had the same basic education as the Apothecaries, the same 
grounding in the classical languages, in the history of medicine, in the art of 
clinical examination, and in the pharmacopeeia. They sought to advance 
their subject, but they still spoke the same language as the others and they 
could follow with understanding every lecture at their own or the other 
College. 

The picture has changed with the last fifteen years, changed funda- 
mentally and changed permanently. Physicians and surgeons are no longer 
men who have graduated from a similar educational background. They are 
men dedicated from their earliest days, often before they had finished their 
course in preliminary science, to a specialist career, who, as soon as they 
are qualified, set out to become super-specialists. The old type of general 
physician and the general surgeon, men who in their wide knowledge could 
help the family doctor and often help each other, has disappeared or, where 
they survive, they are referred to as Pooh-bahs and have become figures 
of fun. They are replaced by those who are proud that every year they know 
more and more about less and less, multi-lettered men who belong to 
sequestered groups, read exotic journals, and converse in a jargon unintelli- 
gible to those outside their fraternity. The cardiologist, the psychiatrist and 
the endocrinologist speak different languages. The neurosurgeon, the ortho- 
pedic surgeon and the plastic surgeon have little common grounds for 
discussion except on matters of disputed territory. The older Colleges are 
ceasing, if they have not already-ceased, to be centres of learning and leader- 
ship. They are guilds of black-coated laboratory workers and of one-tool 
technicians, whose only common interests are social. Their feasts are 
becoming yearly more resplendent, their plate more magnificent, their 
gowns more gorgeous. Their ceremonies are those of city companies rather 
than of scientific bodies. They can no longer advise on the health of the 
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nation or on the training of those who should preserve it, with the unfaltering 
voice of lively and vigorous health. They are sick. They need transfusion. 


THE COLLEGE OF GENERAL PRACTITIONERS 

I believe that the foundation of the College of General Practitioners is the 
most fortunate development in the history of British Medicine. It has come 
to bring fresh blood to the older Colleges from that source of vigour and 
youth perennially renewed: the family medicine of Britain. It has come to 
integrate once more a medicine that has suffered too long the forces of 
disintegration. The College of General Practitioners can speak on modern 
problems with the voice of an ancient profession. It can bring the con- 
sidered judgment of experience to restrain the vagaries of passing fashion. 
The most dangerous disease of the modern world is technolatry, or the 
worship of the Expert. By the expert I mean something different from the 
specialist. A specialist is one who has come from the general to the particular. 
He has by personal study made himself master of a limited subject, and he 
knows where his knowledge ends and where his ignorance begins. The expert 
is a product of the Health Service. He has never been general. He knows a 
lot about something and on that ground believes that he knows all about 
everything. The cure for technolatry is Ankinoia. 

Medicine is today overloaded and weighed down by experts. It needs 
above all a corps of men of wide vision to keep an eye on the experts, to 
interrupt their flow of eloquence with an occasional ‘why?’, to prick the 
balloon of extravagant claim by the pin of recorded observation. As Huxley 


said many years ago, ‘the great tragedy of science is the slaying of a beautiful 
theory by an ugly fact’. 


CRITICAL SCRUTINY 
There are few expert groups whose statements and whose claims. can be 
accepted without critical scrutiny. Surgeons, I am glad to say, usually 
come under the heading of consultants or specialists rather than experts, 
but many of them, especially the younger ones, are prone to publish the 
results of a marvellous new operation before they have observed them long 
enough to class them as ‘results’, and unwilling to give a later follow-up 
of the same series when, as is often the case, the final assessment is un- 
favourable. Radiologists, once again particularly the younger ones, are 
seldom willing to give what the surgeon asks of them: films on which an 
opinion can be expressed, and a factual statement of what the films show. 
As an assessor, I am constantly worried by the unwillingness of radio- 
logical experts to admit that a duodenum or a lumbar spine can be normal. 
The diagnosis of ‘duodenitis’, ‘duodenal irritability’ or ‘duodenal spasm’, 
is in most cases a harmless way of saying ‘your guess is as good as mine’; 
but when such a report accompanies an application for life insurance, it 
means that the applicant cannot be accepted till the assessor has had a 





746 THE PRACTITIONER 


chance to see the films himself. No workman who gets a pain in the back 
when lifting a case ever has a normal spine. The films show an ‘early osteo- 
arthritis’ invisible except to the eye of faith. When on the strength of the 
radiologist’s report a Goldthwait belt is ordered, another variant by another 
expert of the old game of ‘passing the buck’, a normal man is turned, with 
the help of that expert on histrionic sympathy the medico-legal surgeon, into 
a permanent pensionable invalid. 

Then there is the difficulty of finding a psychiatrist who will admit that a 
patient is normal. Is the trouble that most patients are abnormal, or that 
most psychiatrists are abnormal? Having observed for over half a century 
the development of hundreds of doctors, as seniors, as contemporaries and 
as students, I have found that the man who enters psychiatry is often himself 
a psychiatric cripple. He turns to this specialty because he finds, in advising 
and dominating others weaker than himself, a solace and support to his 
shaky ego, a kingdom in which he, at any rate, is king, a course on which he 
can play to bogy, because he has himself defined bogy. I hold that the 
general practitioner should take the greater part of this branch of medicine 
into his hands, because he is a normal man who is yet aware, from personal 
experience, of the trials, temptations and difficulties that beset others. He 
can help those who are perplexed, not by describing their difficulties in terms 
of Greek mythology, but by bringing his experience to help their bewilder- 
ment, his strength to support their weakness. 

Another specialty that general practitioners must observe closely and 
dispassionately, for they are the only disinterested observers on the touchline, 
is that of radiotherapy. A specialty that includes only one method of treat- 
ment of a disease for which many alternative methods are available, is in 
any case particularly liable to suffer from the superiority complex. Today 
the radiotherapist is the spoiled darling of the public and the Government. 
He has only to ask, and it shall be given to him. He claims the whole of 
cancer as his province. Are his results as good as he claims? Are his disasters 
as uncommon as he makes out? Cancers are now appearing with distressing 
frequency in areas irradiated twenty years ago. They include not alone 
cancers in irradiated skin, but in the thyroid, esophagus and rectum, 
sarcomas in bone, leukemia and aplastic anemia. Radiotherapy is the only 
treatment of advanced cancer of the breast. But it is the experience of many 
surgeons that early cancers treated by a combination of surgery and radio- 
therapy have a higher mortality than those treated by surgery alone. 


EXPERTS AND STATISTICS 
Experts are always ready with statistics, and with a tidy explanation of 
everything. We must remind ourselves that life is not necessarily tidy. 
Because A and B have varied in the same direction to the same extent over 
the same period, it does not necessarily follow that B is the cause of A. 
Duodenal ulcer became a problem in the first ten years of the present 
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century, and it has become a more pressing one ever since; so has smoking 
of cigarettes, the consumption of canned and preserved foods, the chlorina- 
tion of water, the increasing tempo of living, the use of the motor and the 
aeroplane, and the sale of the Daily Mirror. Which must be blamed? In the 
recent War scientists produced a serum against gas gangrene which protected 
white mice against intraperitoneal infection of Bacillus welchii. They claimed 
that it protected wounded soldiers, because the mortality of gas gangrene 
after treatment by surgery and serum was much lower if the serum was given 
within six hours than if it was given later. If a soldier is operated upon and 
given serum within six hours, it means that the battle is going well, that he 
is not exhausted or dehydrated, that the surgical units are forward, that 
plenty of blood is available, and that excision of wounds is probably 
adequate. All these facts are much more important than the giving of serum 
or of penicillin. 


THE GUARDIANS OF COMMON SENSE 
In all things, humility is the beginning of wisdom: ‘except ye become as 
little children, ye shall not enter into the kingdom of Heaven’. Bacon tells us: 
‘If a man begin with certainty he shall end with doubt; but if he will be 
content to begin with doubts, he shall end with certainties’. In contrast is 
the Italian proverb: ‘Chi niente sa, di niente dubita’: he who knows nothing 
has no doubts—a good definition of the Expert. 

The general practitioners of Britain will, I hope, continue to fill their 
time-honoured role of a body of wise men, a permanent jury, whose decision 
on all matters of medical advance must be final. They are the spectators on 
the touchline who see most of the game, because they have played it for 
years before the boys who have just come on to the field, and they know 
that there are times when the ball should come out fast to the backs, and 
times when it is safer to wheel the scrum and break up with the ball at their 
feet. They are the men round the site watching the builders at work, men 
who have worked in the quarries themselves and see where the young 
fellow who planned the house has gone wrong. They are the guardians of 
the teachings of experience and common sense. They know that the newest 
theory is not for that reason better than the one that preceded it, that the 
drug that is rare and expensive is not necessarily better than one that is 
common and cheap. They know that Aspirin can often be substituted for 
Cortisone, to the benefit of the purse as well as the health of the patient. 

General practice must necessarily remain an integrating force, because the 
general practitioner must keep in touch with all branches of contemporary 
knowledge, must study each advance as it appears, in order to blend them 
into the equipment with which he follows his calling. If he ceases to keep his 
wide outlook he ceases to be a general practitioner. 
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INFLUENZA AND ITS TREATMENT IN GENERAL PRACTICE 


By E. D. M. TOD, M.B., Cu.B. 
London, S.W.17 


THE influenza epidemic during the winter of 1958-1959 provided the 
general practitioner with many problems, crowded surgeries, long visiting 
lists and the difficulty in obtaining hospital beds for the seriously ill, being 
the least. Apart from the practical problems of paying visits and actual 
treatment the diagnosis of influenza presented the practitioner with a 
clinical problem on practically every occasion and the early diagnosis of 
complications, so essential to their treatment, made it even more difficult. 
The use of antibiotics demanded a knowledge beyond the immediate ken 
of the G.P., who, without x-ray and laboratory facilities, was able only to 
use his clinical judgment in the diagnosis of complications such as bron- 
chitis, pneumonia and toxic myocarditis. 


SCOPE OF INVESTIGATION 
This article presents an analysis of the 100 cases of influenza seen and 
treated by the author in his urban practice of 3000 patients during the 
period January to March 1959. During the period 410 other patients were 
visited for other conditions on one or more occasions. 

The diagnosis of influenza was established clinically after the sudden 
onset of a fever with headache, sore throat, sweating, generalized aches and 
pains and often an irritating dry cough. Examination revealed temperatures 
ranging from 100° to 105°F. (37.8° to 40.5°C.), tachycardia and inflammation 
of the fauces and often the pharynx. Muscle tenderness was common and 
mild neck stiffness was often noticed. Physical signs other than these were 
conspicuous by their absence. 

There was no evidence of any sex difference: 51 females and 49 males 
were affected. All age-groups appeared to be equally affected from the age 
of 6 years upwards. 

I decided not to use antibiotics or sulphonamides in uncomplicated cases 
and, in view of the development of antibiotic-resistant organisms, to use 
one of the tetracyclines—oxytetracycline—in the treatment of serious 
complications. Because of the potential stimulating effect of the tetracyclines 
on the growth of Candida albicans, however, which can be dangerous in the 
child, and the difficulty in disguising the taste of oral suspensions, ‘chloro- 
mycetin palmitate’, which is pleasant to take, was given to children when 
penicillin produced no response. Penicillin by mouth was used in the 
treatment of those with complications who were not thought to be seriously ill. 
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Of the hundred cases of influenza visited, 39 had complications at the 
time of the first visit, the remainder—61—were deemed uncomplicated 
and treated along standard lines with bed rest, antipyretics, high fluid 
intake and sedative cough mixtures. Not one of these cases developed any 
complications. 

COMPLICATIONS 

Complications noted were always evident on the first day and were as 
follows (table I) :— 

(1) Purulent tonsillitis, occurring in already septic tonsils and associated 
with cervical adenitis. 

(2) Frontal sinusitis, often very acute and associated with nasal catarrh and 
obstruction. 





Toxic 
Tonsillitis |Sinusitis| Bronchitis |Pneumonia| myocarditis 


Uncomplicated | 
cases 


Age- 
groups 





6-15 

15-40 .. 
40-60 .. 
60 and over 


25 4 
34 3 
29 10 
12 7 














TasLe I.—Complications encountered in 100 cases of influenza. 


(3) Bronchitis, bilateral and associated with profuse expectoration. 

(4) Pneumonia, unilateral, patchy, invariably associated with pain in the 
chest, restricted lung movement and elevation in the respiratory rate, often 
leading to dyspneea in bed. 





Percentage of cases 


Age 
incidence 


No. 
of 


Total no. of 
complicated 
cases 


Cases with 
serious 
complications 


seriously complicated 
with reference to age- 
groups 


Average 
period of 
incapacity 





16 
12 
38 
59 


6-15 
15-40 
40-60 
60 and over 


25 8 4 2/52 
34 4 2/52 
° 4/52 
7 8/52 


29 I 
12 




















Total 


100 | 


39 25 











TABLE II.—Age incidence of complications in 100 cases of influenza. 


(5) Toxic myocarditis, seen in the older age-groups, associated with a 
persistent tachycardia and with either left or right ventricular failure. 

As can be seen from table II there was a sharp rise in the incidence of 
serious complications over the age of 40. This was reflected in the average 
period of incapacity in these cases: eight weeks in those over 60. 

In the 6-15 age-group there were eight complicated cases. These included 
three cases of tonsillitis and one case of bronchitis; all were treated with 
oral penicillin four-hourly and all responded immediately with resolution 
within a week. The four serious cases all developed pneumonia. Two of 
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these responded immediately to oral penicillin four-hourly. The two who 
showed no improvement after four days were then treated with oral ‘chloro- 
mycetin palmitate’ four-hourly and resolution resulted within three days, 
All these children were returned to school before or during the third week 
after the initial infection. 

In the 15-40 age-group the one patient with purulent tonsillitis responded 
to oral penicillin four-hourly, resolution occurring within a week. Four 
of the five patients with sinusitis responded to the use of analgesics, 
nasal drops and inhalations. The fifth, who had a history of previous sinus 
drainage and recurrent attacks and who was seriously ill with a fever of 
104°F. (40°C.), was treated with chloramphenicol, 0.5 g. thrice daily for 
five days, with resolution within a week. The three cases of pneumonia 
were all treated with oxytetracycline, 0.5 g. thrice daily for five days, 
One was an expectant mother, the second was a young mother still breast 
feeding and the third a teenage girl. Resolution in these three patients was 
obtained within a week and all were back to normal health within three 
weeks. 

In the 40-60 age-group the two patients with purulent tonsillitis were 
treated with oral penicillin four-hourly and resolution was obtained within 
a week. Both patients with bronchitis, and nine out of the ten cases of 
pneumonia, were treated with oxytetracycline, 0.5 g. thrice daily for five 
days. Ail responded immediately, resolution being obtained within a week 
and all were back at work within four weeks. 


One case of pneumonia was thought to be a lobar pneumonia, possibly pneu- 
mococcal in origin, and treatment with sulphadimidine, 1 g. four-hourly, and procaine 
and soluble penicillin, 400,000 units twice daily, was instituted. After four days there 
was no improvement; in fact, deterioration was evident, delirium, weight loss and 
dehydration being apparent. Oxytetracycline, 0.5 g. thrice daily, was then substi- 
tuted ; within forty-eight hours he was apyrexial and felt much better, but examina- 
tion revealed the presence of an effusion. He was transferred to hospital for radio- 
logical examination and aspiration. Sterile fluid was produced on aspiration and 
later bronchoscopy was negative. The effusion slowly absorbed and eight weeks 
after the initial illness he returned to work fully recovered. 

In the over-60 age-group there were eight complicated cases, one of them 
a man of 69 who had a long history of coronary thrombosis and angina of 
effort. It was decided to treat him prophylactically with oxytetracycline, 
0.5 g. thrice daily for five days. He developed no respiratory or cardiac 
condition and was back to former health within three weeks. The seven 
patients with pneumonia were all so ill that I informed the relatives that 
they might not recover; five developed signs of cardiac failure and one an 
effusion. Only one failed to develop any of these further complications and 
responded to treatment with early resolution and return to activity within 
three weeks. All these patients were treated with oxytetracycline, 0.5 g. 
thrice daily for five days, with the exception of one patient who was trans- 
ferred to hospital at the outset. The one patient who developed an effusion 
on the fourth day was transferred to hospital for aspiration. Here he was 
treated with intramuscular penicillin, with slow resolution; later he was 
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found to have a heavy growth of staphylococci in his sputum, sensitive to 
chloramphenicol. After six weeks he was able to return to light work. 

The one patient not treated at home was first seen after several days’ illness. In 
view of her age—67, the absence of relatives capable of looking after her, the 
presence of peripheral circulatory failure and the extent of her pneumonia which 
involved the whole of one lung, she was at once sent to hospital; after lengthy treat- 
ment with penicillin intramuscularly and the later development of pneumonia in 
the other lung, she was subsequently discharged three months later. 

The four other patients with pneumonia all developed toxic myocarditis 
and pulmonary cedema. All were treated with digitalis tablets B.P., 1 grain 
(60 mg.), twice or thrice daily. Three were given chlorothiazide, 0.5 g. 
thrice daily, three days a week, and one was given mersalyl, 2 ml. twice 
weekly. One of these old people was receiving a maintenance dosage of 
prednisolone, 5 mg. daily, for rheumatoid arthritis. During the first two 
weeks this dosage was doubled and later reduced. All these old people were 
in bed for four weeks, but between six and eight weeks after the onset 
were able to resume their normal activities. 

Post-influenzal depression which allegedly is a common feature was only 
seen in three patients, and in only one of these did it persist for more than 
three weeks. 

The bowel complications seen sometimes with the use of oxytetra- 
cyclines or other antibiotics were not observed. No extra vitamins were 
given during the acute phase, but a tonic containing a cross-section of 
vitamins was given to all those with debility a week or two after the reso- 
lution of fever. 


DISCUSSION 

It would appear that the early use of one of the tetracyclines in the treatment 
of influenzal complications produces effective resolution of the respiratory 
complications with a resultant decreased morbidity and mortality. It would 
also appear that, if promptly instituted and supported by adequate district 
nursing, treatment at home is as adequate as that obtained in hospital and 
that even the development of cardiac complications can be managed success- 
fully in the home. 

In my experience admission to hospital is required in those cases in which 
delay in treatment has occurred, when evidence of pleural effusion occurs 
and when deterioration occurs after three to four days’ active treatment, 
when diabetes mellitus is coexistent, and when venous thrombosis in the 
legs has developed. 


SUMMARY 
An analysis is provided of 100 cases of influenza seen in general practice 
during the period, January to March 1959, all but one of whom were treated 
at home. 
Of these, 39 per cent. developed varied complications, 25 per cent. of these 
being serious and necessitating vigorous treatment with antibiotics. 
All recovered with modern drugs, the most effective being oxytetracycline. 
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Penicillin by mouth was found to be effective in the treatment of purulent 
tonsillitis. Side-effects of the drugs were not observed and their early use 
produced rapid resolution of the secondary infections so common in 
influenza. 


I am indebted to my partner, Dr. L. M. Nurock, for his encouragement in pre- 
paring this article. 


SIX CASES OF ERYTHEMA MULTIFORME SEEN IN 
GENERAL PRACTICE DURING A MEASLES EPIDEMIC 


By T. DAVID LAMBERT, M.B., B.S. 
Eastcote, Middlesex 


ERYTHEMA multiforme is an eruption with a marked tendency to recurrence 
of well-defined reddened areas of skin. It is a reaction of hypersensitivity 
to bacterial and virus infections. The lesions are poly:norphic; charac- 
teristically the central part of the lesion is paler or darker than the periphery, 
giving a target effect. The lesions become dry, brownish-red and dis- 
coloured. Finally, peeling and resolution occur. In severe cases the mucosal 
areas are affected by moist ulcerative lesions—e.g. the lips, mouth, glans 
penis, vulva—going on to the full-blown Stevens-Johnson syndrome in- 
volving the mouth and the conjunctiva and cornea. 


CASE RECORDS 

Case 1.—A girl, aged 8 years, developed pharyngitis and was treated with soluble 
aspirin and oral penicillin. Six days later she suffered from right acute otitis media 
and was treated with 0.5 per cent. ephedrine nasal drops, steam inhalations and 
sulphamethoxypyridazine. The next day she developed measles. Six days later she 
had a profuse purulent discharge from the eyes followed a day later by the Stevens- 
Johnson syndrome. She was severely affected with lesions of the mouth, conjunctiva, 
and vulva. The entire skin was affected, and she was very ill indeed. Prednisolone 
was administered : 40 mg. daily for three days, then 30 mg. daily for three days, then 
20 mg. daily for three days, then 10 mg. daily for three days and finally 5 mg. daily 
for three days. At the end of this time she had practically shed her skin. During this 
period ‘predsol-N’ drops were instilled in the conjunctival sac three times daily, 
and for the first four days of prednisolone therapy she was given oral tetracycline. 
Fifteen days after the start of prednisolone therapy she had a brief but severe 
epistaxis, and by then she had also developed a pustular pompholyx of the foot 
which gave rise to pain on standing. The feet were treated with alternate potassium 
permanganate baths and applications of aqueous cream B.P., and she was also 
given oral penicillin. She was finally clear forty-eight days after she had first 
developed pharyngitis. 

At the same time as this girl developed pharyngitis her mother developed a 
sinusitis, followed six days later by pharyngitis. Eighteen days later a chalazion 
appeared on her left lower lid and a day later her eye was closed by a large abscess 
which slowly responded to oral tetracycline. Twenty-five days after the girl de- 
veloped pharyngitis her brother, aged 10, developed pharyngitis; this responded 
immediately to sulphamethoxypyridazine. 
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Case 2.—Three days after case 1 became ill a little girl, aged 3 years, began to 
sufier from right acute otitis media; and was treated with sulphamethoxypyridazine, 
0.5 per cent. ephedrine nasal-drops and steam inhalations. Eight days later she 
developed measles. Five days later the measles rash had gone and she developed the 
Stevens-Johnson syndrome. She was treated with tetracycline by mouth and was 
given prednisolone, 5 mg. thrice daily. Three days later there was no improvement 
and she was given the same course of prednisolone as was given to case 1. In five 
days she was greatly improved and four days later she had recovered. 

Case 3.—Nine days after the first case developed pharyngitis, a girl of five was 
seen suffering from pharyngitis and a possible urticaria. She was treated with oral 
tetracycline and ‘piriton’. Five days later she was much better and the rash re- 
sembled pityriasis rosea but with no herald patch. Four days later she again com- 
plained of sore throat and three days after that she was seen to be a typical case of 
erythema multiforme. Prednisolone was given in the same manner as the first case 
and extensive peeling took place. Within a week she had gone to stay with a relative. 
Twelve days after the typical picture of erythema multiforme had developed she 
returned home and was seen to have had a recurrence of the same degree of severity 
as her first attack. Prednisolone was again prescribed in full dosage and in twelve 
days she had fully recovered. 

Fifteen days after case 3 developed pharyngitis her mother did so too. She 
improved with sulphamethoxypyridazine but fourteen days later she again com- 
plained of a sore throat and this time she had a large right quinsy. This responded 
well to tetracycline orally, but a month later she suffered from pharyngitis again and 
this time did well on oral potassium penicillin V. On the same day as the mother 
developed pharyngitis the girl’s brother went down with scarlet fever with a punc- 
tate erythema fading on pressure and more marked in the bathing trunk area. He 
was treated with sulphamethoxypyridazine and did well. 

Case 4.—Thirty-one days after the first case developed pharyngitis, a girl, aged 
5 years, complained of a sore throat. She had some sinusitis and pharyngitis and was 
treated with soluble aspirin and 0.5 per cent. ephedrine nasal-drops and steam 
inhalations. Seven days later she developed a typical erythema multiforme and 
responded well to prednisolone in full dosage. Within a week there were no lesions 
to be seen. 

Case 5.—Forty days after case 1 went sick, a woman, aged 25, presented with 
swelling of the right upper lid. Oral penicillin and ‘piriton’ were prescribed, but the 
next day she showed the typical picture of erythema multiforme. Within six days 
she had made a complete recovery on full prednisolone dosage. 

Case 6.—Forty-five days after case 1 became ill, a girl of 5 years developed 
pharyngitis with sinusitis. She was treated with sulphamethoxypyridazine and 
0.5 per cent. ephedrine nasal-drops and steam inhalations. There was slight injection 
of the left ear-drum. Nine days later she had an urticarial eruption and was treated 
with ‘piriton’. On the following day she developed a typical erythema multiforme. 
Within three days she was better and the extensive skin lesions had disappeared, 
with the aid of prednisolone therapy. 


COMMENTS 

The first case was very severe and illustrates how other members of the 
family may suffer from related infections, without developing erythema 
multiforme. The second case illustrates how important it is to give pred- 
nisolone in full dosage. The third case again illustrates how close contacts 
may suffer allied infections without developing erythema multiforme and 
how the disease recurs. The other three cases illustrate how easy it is to 
recognize and treat erythema multiforme when the disease is borne in mind. 

These cases occurred during an epidemic of measles and an epidemic of 
influenza. It is therefore as well to think of the disease even when working 
under pressure. The mouth lesions may be mistaken for Koplik’s spots. 
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October 21, 1959 : 
At least 10 per cent. of our patients have a ‘rheumatic’ complaint. WhenI | * 
first entered general practice in 1925, our facilities for coping with these t 
disabling and manpower-wasting affections, were severely limited. Ter- th 
minology was completely confused and treating a focus of infection was 
usually the first line of treatment for both arthritic and soft-tissue rheu- J 
matism (‘fibrositis’). Teeth were most commonly blamed and extracted G 
wholesale. Tonsils, sinuses, gall-bladders and colons were all suspected ui 
and sometimes extensive surgery was undertaken to eradicate infective foci. | * 
as 


Vaccines, prepared from teeth, gums, nasopharynx and intestinal flora, were 
used—with doubtful effect. Dietary régimes, including a ‘lacto-vegetarian- ff P! 
fish-poultry’ dief, were popular. Physiotherapy was neither very efficient 
nor readily available. Iodine and salicylate ionization and long-wave dia- 
thermy were considered useful. Salicylates were used mainly for rheumatic J *P 
fever, and phenacetin, pyramidon and iodides were freely prescribed. 

We have come a long way since then, largely due to the efforts of the 
Empire Rheumatism Council. We general practitioners recognize forcibly |” 
the disrupting effect on family life of these crippling disorders. The de- 
featist attitude of patients is difficult to overcome. ) 


CLASSIFICATION ps 
The simplified classification of rheumatic diseases, based on that of the J ys 
Royal College of Physicians (1936), includes: (1) rheumatic fever, (2) gout, 
(3) chronic arthritis (a, rheumatoid; b, osteoarthritic), (4) non-articular J so 
rheumatism. The word ‘rheumatism’ is vague and the description of pain in far 
the average patient is as variable as its site. Careful questioning may help to J kp 
differentiate the different qualities of pain associated with such diverse f pr 
conditions as muscle spasm, intestinal colic, toothache, and the like. There 















are dangers in concluding that symptoms are ‘rheumatic’ as illustrated bya fad 
woman in her late sixties, whom I saw recently. na 

A long-standing sufferer from fibrositis, she complained of pain in the left shoulder m: 
after dinner and I attributed this symptom to her previous complaint. Later, further su 
investigation revealed diaphragmatic palsy with a left hilar mass. The pulmonary fir 






disease might only too easily have been overlooked. 
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DIAGNOSIS 

Intercostal pain presents difficulties in diagnosis, and pain referred to the 
shoulder due to coronary insufficiency may be mistaken for pericapsular 
fibrositis or a prolapsed cervical disc. Spinal metastases, neoplasms of the 
gall-bladder, pancreas, cesophagus, rectum or prostate, may give rise to 
backache. Segmental pain due to acute diverticulitis, headache due to intra- 
cranial growth, abscess, thrombosis and polio-encephalitis, may all be 
attributed to fibrositis. Rare conditions, such as allergic synovitis, may 
simulate or actually produce arthritic lesions. The aching legs and back of 
influenza are probably the commonest, and scleroderma the rarest, mani- 
festations of simulated rheumatism encountered in general practice. The 
latter condition, like lupus erythematosus, is a collagen disease showing 
strong affinities with the rheumatic group. Klemperer et al. (1942) suggested 
that certain rheumatic diseases are due to collagen degenerative changes, and 
the therapeutic use of hyaluronidase would seem to confirm this. 

I believe that ‘fibrositis’ does exist as a positive clinical entity, appearing 
under many guises and the outcome of a number of etiological factors. 
Gowers (1904) originally described it as an inflammation of white fibrous 
tissue, but Elliott’s (1944) suggestion that muscle spasm due to pressure on 
associated nerve roots can cause fibrotic nodules, has been falsely accepted 
as applying to all cases of fibrositis. This idea should be foremost in the 
practitioner’s mind when considering acute sciatica, but to suggest that 
every case of lumbago, stiff neck and intercostal fibrositis is due to disc 
disease, is nonsense. Herniation of fat through fascia can cause acute muscle 
spasm, but one must not overlook virus infections, the ‘gouty diathesis’, 
trauma and postural faults. 

I have seen a fourteen-year-old ballet-dancer with paravertebral pain due to 
‘sway back’ (Wiles, 1937). Postural re-education has enabled her to continue in 
her occupation. 

Obese menopausal women may suffer from painful fatty deposits, in deep 
and muscular layers as well as subcutaneously. I am not happy about 
psychosomatic causes and consider that a definite pathological entity can 
usually be found in these cases. 

In both rheumatoid arthritis and osteoarthritis, there may be concurrent 
soft-tissue lesions. ‘Frozen shoulder’ is a case in point, and in elderly osteo- 
arthritic subjects accompanying peri-articular fibrositis, particularly in the 
knee, may cause considerable pain. Infiltration with a local anesthetic often 
brings surprising relief of pain. 

Diagnosis is important in general practice and the distinction between 
adult rheumatic fever and secondary infective rheumatoid arthritis may be 
narrow (Kersley, 1945). Still’s disease can produce carditis, and gout has 
marked similarities to other rheumatic manifestations. Osteoarthritis may 
supervene on a ‘burnt-out’ rheumatoid state. The ‘complete physical’ is the 
first stage in diagnosis by the general practitioner. Pain may produce actual 
physical signs such as limitation of movement, tenderness, muscle atrophy, 
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reflex changes, cardiovascular or nervous signs and altered sensation. Addi- 
tional investigations are x-rays, a blood-count, the erythrocyte sedimenta- 
tion rate (E.S.R.), the lood uric acid and, if indicated, serum phosphatases 
and proteins. The E.S.".. is very important in assessing improvement, since 
appearances of improvement and reliance on patients’ statements are often 
arbitrary. A raised E.S.R. is almost invariable in rheumatoid arthritis and 
this may also be true of the collagen diseases, tuberculosis, gout and malig- 
nant disease. Hemoglobin estimation is also important, since secondary 
microcytic anemia is common. 
TREATMENT 

Many of the improved methods of treatment are now within the general 
practitioner’s province. We may advise and apply many forms of physio- 
therapy without recourse to the physiotherapist. Bed rest is most important 
when leg and trunk are affected, and possibly also for the neck and arms. 
Slings, bed-boards, pillows under knees, and the like, are useful adjuvant 
measures. A certain amount of exercise, however, is important, as soon as 
pain has improved. In prolapsed nucleus pulposus and sometimes for limbs 
and neck, plaster of Paris may be required. After the period of rest, exercise 
with a trained physiotherapist is important and should aim at re-education 
in walking and fine movements, posture and breathing exercises and re- 
development of wasted muscles and stiff joints. The Guthrie-Smith (1944) 
bed is invaluable. Slings on frames fitted to the bed are useful for patients 
with chronic arthritis. Properly applied massage is essential, ranging from 
light stroking of a painful joint to kneading of congested muscles or painful 
adhesions. The latter procedure, combined with cervical traction and 
manipulation, is particularly useful in fibrositis of neck and shoulders. 

Some manipulative measures are within the capability of the G.P., 
although he should avoid extensive movements under anesthesia. Shoulder 
pericapsulitis is an example of a condition benefiting from manipulation, 
although radiological examination is a necessary preliminary precaution. 
Knees, hips and tarsal joints benefit also, although wrists, elbows, hands and 
back are disappointing. Watson-Jones (1957) condemns, and Coltart and 
Osmond-Clarke (1955) and Wiles (1955) praise, low back manipulation. Help 
may be obtained from a manceuvre in which the patient lies on his right 
side, with the left leg hanging over the side of the couch. The right arm is 
pulled forward and the left shoulder thrust gently downwards, the crest of 
the ileum being twisted downwards and forwards. Manipulation should 
never be performed in the aged or obviously diseased, although Burt (1957) 
considers that the rheumatoid subject may be benefited if-manipulation is 
not left until too late. 





THE CORTICOSTEROIDS 


Much of the old routine has been rendered obsolescent by the introduction 
of the corticosteroids, administered both systemically and locally. The 
Medical Research Council trial, which concluded that cortisone had no 
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advantages over aspirin, seems intended to discourage general practitioners 
from daring to use these dangerous substances. Unfortunately, as a result, 
cortisone has acquired a sinister significance for some doctors and patients: 
alike. Actual rheumatic cases being treated with systemic corticosteroids are 
few in my own practice. I rarely see a new case of rheumatoid arthritis these 
days. My most recent patient is left with a minimum of deformity and is 
completely comfortable on 50 mg. of cortisone a day. “Burnt-out’ cases may 
still be active as illustrated by Egelius et al. (1952), and these patients 
undoubtedly improve and are made comfortable, by using steroids. The 
risks are no greater than, if as great as, with gold treatment, provided 
tuberculosis, hypertension, renal disease and diabetes mellitus have been 
excluded. Water-retention, with ‘moon-face’ is the most usual worry, but 
salt-limitation, administration of potassium citrate mixture B.P.C., occa- 
sional chlorothiazide or acetazolamide, usually keep this in hand. 

Local injection of joints with hydrocortisone is often helpful, whether the 
injection goes into the joint-cavity or peri-articular tissues: e.g. a mixture 
of lignocaine 2 per cent. (1 ml.), hydrocortisone (25 mg.) and hyaluronidase 
(1 ampoule). This largely obviates the need for mobilization by manipula- 
tion in shoulder pericapsulitis and relieves the painful knee, found in 
elderly, obese females. The treatment may have to be repeated several 
times. For injecting the nodules in fibrositic, lower back and neck and 
shoulder pain, I still prefer 2 per cent. lignocaine (1 to 2 ml.). In the but- 
tock, where tender areas are less definite, larger volumes (up to 10 ml. of 
0.5 per cent. lignocaine) are more effective. This treatment is also useful in 
acute disabling conditions, such as lumbago and torticollis. These patients 
may also be benefited by intramuscular phenylbutazone (600 mg. in 1 per 
cent. lignocaine). 

CONCLUSION 
In conclusion, the rheumatic conditions are some of the most important 
with which general practitioners must cope. The lack of drama, compared 
with cancer for instance, puts a brake on progress and damps down public 
interest. It is up to us, as general practitioners, to play our part in the 
campaign so vigorously sponsored by the Empire Rheumatism Council. 
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CURRENT THERAPEUTICS 
CXLIV.—ORAL PROLONGED-ACTION MEDICATION 


By J. A. CAMPBELL, Pu.D., anp A. B. MORRISON, Pu.D. 


Food and Drug Laboratories, Department of National Health and Welfare, Ottawa, 
Canada 


ORAL prolonged-action preparations of various types are appearing on the 
market in increasing numbers, indicating not only continued interest by 
pharmaceutical manufacturers in this type of medication, but also increasing 
acceptance by the medical profession. Advertisements for some prolonged- 
action products purport to describe the exact time of release of specific 
fractions of the total drug within the intestinal tract, and simplified curves 
of blood levels or clinical response claim to depict how the preparation 
will act. In view of the apparent widespread use of these preparations, and 
the enthusiasm with which they are advertised, it seems appropriate to 
review available information in an attempt to assess the present status of 
prolonged-action medication in therapeutics. 


DEFINITION 

According to Lang (1958), prolonged-action preparations are those which 
provide a longer duration of therapeutic effect of the drug than is usually 
achieved with classical preparations. ‘Sustained release’ preparations repre- 
sent one type of prolonged-action medication. Blythe (1958) states that 
these preparations first release a therapeutic dose and then gradually and 
continually release medication over a prolonged period of time. ‘Repeat 
action’ products, which also possess prolonged action, are designed to release 
two or more doses of the drug at separate intervals, which may be several 
hours apart. Several preparations on the market claim to possess properties 
of timed release, timed disintegration, programmed release or prolonged 
release. There is obviously a great need for elimination of misleading 
designations and the use of standardized terms. It is interesting to note 
that the American Pharmaceutical Manufacturers Association (Lazarus and 
Cooper, 1959) has also been concerned with the fact that some of these terms 
have little meaning, and has recently suggested that the term ‘timed release’ 
be replaced by some more definitive expression. 


METHOD OF PREPARATION 
Prolonged-action preparations are available in several dosage forms, but are 
usually prepared by one of three general procedures: (1) by coating the 
active drug with some agent which is resistant to gastric digestion, but is 
slowly soluble in intestinal juice, or which dissolves slowly in any fluid; 
(2) by dispersing the active drug in a matrix from which it is slowly leached; 
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(3) by binding the active drug to ion exchange resins or other complexing 
agents. 

Coatings which resist the action of gastric juice, but are soluble in 
intestinal juice, have been used on enteric tablets for many years. Wax, 
shellac, cellulose acetate phthalate, keratin, and other substances have been 
used to protect the active ingredient from the gastric juice, and/or to avoid 
nausea or gastric distress which may be caused by the drug. The application 
of these coatings is a difficult art and their stability in the body is not well 
understood. The use of pH-dependent coatings implies that the intestinal 
contents are alkaline in reaction. Often, however, the intestinal contents, 
especially in the duodenum, may actually be acidic. If the coating is too 
thin, the tablet will be unable to withstand the gastric juice, whereas if the 
tablet is coated too thickly, it may resist disintegration. 

Sustained-release capsules contain hundreds of small pellets, in the 
manufacture of which the drug is applied to sugar granules or to some other 
nuclei. Some of the granules are left uncoated, whereas others are covered 
with varying amounts of coating material, which slows down the release of 
the drug in the body. The uncoated and coated pellets are blended and 
placed in gelatin capsules. 

Prolonged-action tablets have been prepared by compressing coated 
pellets into a tablet using a soft matrix of wax or other liquid material to 
protect the pellets from damage during compression. The active drug may 
be embedded in a base of high molecular weight lipid material or inert resin, 
from which it is slowly leached by the digestive fluids. In other processes, 
quickly disintegrating and slowly disintegrating granulations are prepared. 
The quickly disintegrating portion may be compressed around a slowly 
disintegrating core, form one of two or more laminated layers, or be mixed 
with the slowly disintegrating portion and compressed into a tablet. 

The use of ion exchange resins has provided a new approach to prolonged- 
action preparations. Briefly, acidic ion exchange resins are combined with 
basic drugs to produce drug resinates, and basic ion exchange resins are 
combined with acidic drugs to give resin salts. The mechanism of the binding 
is very complex. Theoretically, the rate of release of a drug from an ion 
exchange resin is dependent only upon the laws governing the velocity of 
chemical reactions, and is uninfluenced by such factors as the motility or 
level of enzyme activity of the intestinal tract. Abrahams and Linnell (1957) 
summarized the reactions of drug-resin complexes in the stomach and in- 
testinal tract as follows :— 


In stomach:— 
Drug resinate + HCl = acidic resin + drug HCl 
Resin salt + HCl = resin chloride + acidic drug 
In intestine:— 


Drug resinate + NaCl = sodium resinate + drug HCl 
Resin salt + NaCl = resin chloride + sodium salt of the drug 
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From a practical point of view, it is important that the drug be complexed 
with the correct resin and not simply be adsorbed on its surface. 

Certain drugs, such as the alkaloids, codeine, atropine and morphine, 
have been complexed with tannic acid, to produce preparations with sus- 
tained effect. These drug-tannate complexes are influenced by pH. 

Prolonged-action liquids have been prepared by suspending the drug, 
either coated or uncoated, in a suitable vehicle such as an oil-in-water 
emulsion. This dosage form may be useful for drugs such as the sulphon- 
amides, which require a relatively large therapeutic dose. 


ADVANTAGES AND CONTRAINDICATIONS 

There are several obvious theoretical advantages claimed for prolonged- 
action preparations. Perhaps the most important of these is the reduction 
of variation in drug concentration in blood and tissues commonly associated 
with periodic administration of many drugs. The chemotherapeutic effec- 
tiveness of a number of antibiotics and sulphonamides is known to be closely 
correlated with the maintenance of sufficiently high blood and tissue levels 
of the drugs. Thus, preparations maintaining smoothly sustained blood levels 
of these drugs would be desirable. It has also been claimed that prolonged- 
action preparations reduce the incidence of harmful or annoying side-effects 
associated with intermittent administration of certain drugs: e.g. nicotinic 
acid for treatment of hypercholesterolemia. Since prolonged-action pre- 
parations reduce the frequency of drug administration, their use might be 
expected to lessen the possibility of ambulatory patients defaulting from 
treatment by forgetting to take some doses, and to eliminate the incon- 
venience of night-time administration of drugs. They are a particularly 
useful form for the administration of drugs such as antihistamines, when 
continued protection is required. The use of prolonged-action preparations 
also reduces the time required for the nursing staff to administer drugs to 
institutionalized patients. 

On the other hand, there are instances in which the use of prolonged- 
action preparations would seem to be contraindicated. Drugs having a 
cumulative effect should not be given in prolonged-action form. Dragstedt 
(1958) pointed out that drugs for which precision of dosage is important, 
such as the digitalis glycosides and glyceryl trinitrate, or whose absorption is 
normally erratic, should not be given in prolonged-action preparations. 
This would be of particular importance in the case of drugs possessing a 
relatively narrow range between therapeutic and toxic doses. There appears 
to be no justification for the use of more than three times the usual dose 
of a drug in prolonged-action preparations. 

Although the use of oral prolonged-action medication may be of con- 
siderable value in certain areas of therapeutics, it would seem unwise to 
encourage the haphazard formulation of prolonged-action preparations of 
all drugs. For example, it would seem difficult to justify the sale of vitamins 
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in such form. Furthermore, there is considerable doubt as to whether all 
of the preparations purporting to possess prolonged-action properties do, in 
fact, achieve this objective, despite enthusiastic claims for their effectiveness. 
It must be kept in mind that oral administration of drugs is subject to much 
more variability than is parenteral administration. The stomach may be full 
or empty, may contain little or much gastric juice, and may retain the drug 
preparation for a few minutes or as long as several hours. The intestine may 
also vary considerably in its content of digestive juices, pH and motility. 
These factors account, in part, for the known variation between individuals 
in absorption of a usual dose of drug. It may be expected that the variation 
between subjects will increase when absorption is modified in any way. In 
view of these facts, claims for exact time of release of fractions of the drug 
appear to be grossly oversimplified and often misleading. 


IN VITRO METHODS OF EVALUATION 

A wide variety of methods has been used to determine the effectiveness 
of sustained release products. There are marked differences in the usefulness 
of these methods for this purpose and their limitations should be realized. 
Simplified in vitro tests, in which attempts are made to simulate conditions 
within the intestinal tract, are probably the most widely used procedures 
for studying release of drugs from prolonged-action preparations. Little 
evidence, however, is available to justify such use. Whilst im vitro methods 
differ somewhat, depending upon the dosage form tested, most of these 
procedures make use of simulated gastric and intestinal fluids at 37°C., and 
use some mechanical device to move the product tested through the fluid at a 
constant rate. The time required for the preparation to disintegrate may be 
determined, or analyses for the drug may be carried out at intervals on 
portions of the eluate or on the residual undissolved material. Some workers 
have assumed that, since simulated gastric and intestinal juices are used in 
these tests, the time required for a preparation to disintegrate in vitro is 
directly comparable to that required im vivo. In view of the present lack 
of knowledge of the varying conditions within the human gastro-intestinal 
tract, however, and the admitted inability directly to simulate in vivo 
conditions, such an assumption appears rather naive and unwarranted. 
Furthermore, different in vitro tests give different results. Blythe (1958) and 
Campbell et al. (1957) have stressed the fact that while im vitro procedures 
are valuable tools for regulatory and control purposes, they have no value 
unless the results obtained are correlated with a quantitative in vivo 
procedure. 


IN VIVO METHODS OF EVALUATION 
In vivo methods have also been used to evaluate prolonged-action pre- 
parations. The ultimate criterion of suitability of a drug is obviously 
objective evidence of clinical effectiveness in man. Lazarus and Cooper 
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(1959), in reviewing available data, stated, however, that ‘the experimental 
design of the clinical trials varied with the investigator and with the drug, 
Very few of the trials were completely objective’. Many clinical reports 
have consisted of subjective measurements of response in small, un- 
controlled groups of patients. It is obvious that information of this type is 
not readily amenable to quantitative assessment or statistical control, and 
cannot be considered as adequate evidence of prolonged action. The hazards 
of the use of such data have been well documented in the symposium edited 
by Laurence (1959). 

These comments are not intended to convey the impression that clinical 
trials are ineffective tools for evaluation of prolonged-action medicaments, 
but to emphasize the fact that, to be meaningful, clinical trials must be 
well controlled and objective. An example of such a test may be found in 
the report of Reese et al. (1959), who conducted a placebo-controlled, 
double-blind evaluation of sustained release and non-sustained release forms 
of belladonna alkaloids. The experiment was conducted according to a 
balanced Latin Square design, using a quantitative salivary suppression test 
as the criterion for measuring results. Very few of the many reports reviewed 
by Lazarus and Cooper (1959) were equally well controlled. It is well to 
point out that no amount of statistical manipulation can salvage a poorly 
designed or improperly conducted experiment. 

The measurement of drug concentration in the blood over a period of 
time after dosing also provides a means for determining whether a drug 
exhibits prolonged-action properties. The levels found must be compared, 
however, with those obtained in the same subject after administration of 
therapeutically effective doses of the drug in non-prolonged-action form. It 
is not easy to relate blood levels quantitatively to dose. Some drugs, such as 
certain antihistamines, do not lend themselves to blood-level studies, 
because of their rapid elimination and low concentration in the blood. 

Some investigators have used x-rays to study the disintegration of 
radiopaque prolonged-action preparations in the intestinal tract, but this 
approach suffers from several faults. X-ray pictures are often difficult to 
interpret and are not amenable to quantitative treatment. It should also be 
noted that evidence of disintegration of a preparation in the intestinal 
tract does not necessarily indicate absorption of the drug. Furthermore, 
x-ray studies of prolonged-action preparations in man are limited by the 
known deleterious effects of excess radiation on body tissues. 


PHYSIOLOGICAL AVAILABILITY OF THE DRUG 
The need for quantitative in vivo tests has been repeatedly stressed by 
Chapman et al. (1954, 1957). Of all in vivo criteria, perhaps the one most 
readily related to dose is the urinary excretion of a drug after a single dose. 
This approach was developed by Oser et al. (1945) in proposing the concept 
of the physiological availability of vitamins in pharmaceutical products. 
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Physiological availability of a drug may be defined as the proportion of 
drug dose excreted in the urine in reference to that excreted from the same 
amount of drug in solution or in a rapidly disintegrating standard tablet. 
Measurement of physiological availability provides a quantitative estimation 
of the amount of drug absorbed by the body, and studies of rates of urinary 
excretion over a period of time after dosing, permit an evaluation of ab- 
sorption rates. In studies with sugar-coated tablets, Chapman et al. (1954, 
1956) found that tablets which did not disintegrate in vitro within sixty 
minutes were not fully available to the body, as measured by urinary 
excretion of doses of riboflavine and p-aminosalicylate. On the basis of 
these findings, regulations were promulgated in 1957, requiring that in 
Canada, ordinary sugar-coated tablets must disintegrate within sixty minutes 
in vitro, by a standard method. So far as is known, this represents one of 
the first attempts to standardize an in vitro disintegration test by a quantita- 
tive in vivo procedure. 

Whilst no regulations for the control of the disintegration times of 
prolonged-action preparations have been established, studies have been 
conducted on the physiological availability of medicaments in some types 
of prolonged-action preparations. The results indicate that claims made 
for many products cannot be justified. In an examination of eight different 
sustained-release amphetamine preparations in pelleted form, Shenoy et al. 
(1959) found that the physiological availability of the drug varied from about 
25 per cent. to 100 per cent. in human subjects. Only two products showed 
sustained urinary excretion for about twenty-four hours, and were quantita- 
tively available. Several of the products were poorly absorbed and relatively 
unavailable to the subjects. Two others showed no evidence of sustained 
effect. In fact, the property of sustained or prolonged release appeared to 
lie in a relatively narrow area between full availability but no sustained 
release on the one hand, and low availability on the other. Although it has 
often been suggested that it may be necessary to sacrifice availability in order 
to obtain prolonged-action characteristics in a product, there are no pub- 
lished data to indicate that this is so. On the contrary, the results of Shenoy 
et al. indicate that it is possible to manufacture effective sustained-release 
preparations which are fully available physiologically. 

In further studies, Chapman et al. (1959) examined the sutained-release 
properties of creatinine, acetylsalicylic acid and amphetamine sulphate 
complexed with an ion exchange resin, by comparing the rate of urinary 
excretion of the drugs after single doses of the resinates with the rate of 
excretion following doses of the drugs themselves. One amphetamine 
resinate exhibited sustained release in vivo, whereas the other products 
tested showed no evidence of sustained release. The fact that products of 
the latter type have been reported to have sustained effect, on the basis of 
uncontrolled clinical results and in vitro disintegration times (Abrahams and 
Linnell, 1957), indicates the necessity for more critical and quantitative 
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evaluation of this type of medication. Chapman and his colleagues found that 
in vitro tests did not differentiate clearly between an amphetamine resinate 
which exhibited sustained release and one which did not, emphasizing the 
need for continued examination and development of improved in vitro 
methods. 

Campbell et al. (1959) proposed criteria for the evaluation of sustained- 
release products based on the rate of urinary excretion of the drug. They 
suggested that in these preparations, the rate of urinary excretion should 
reach a therapeutic level equivalent to that on a usual single dose of the 
drug and then remain relatively constant during the time for which sustained 
release is claimed. The validity of these criteria was established for most 
drugs in which urinary excretion is known to be related to tissue levels and 
therapeutic response. 


ENTERIC-COATED TABLETS 

Although enteric-coated tablets have been widely accepted by the medical 
profession for many years, relatively few attempts have been made to 
evaluate their effectiveness. Blythe et al. (1959) recently reported that an 
enteric-coated acetylsalicylic acid preparation gave blood levels in human 
subjects equivalent to those found with a fast disintegrating tablet. Kanig 
(1954) found that enteric-coated tablets from the same container had in vitro 
disintegration times varying from fifteen minutes to four hours. Trivedi 
(1958) observed that some enteric-coated preparations were very resistant to 
disintegration, and passed out intact with the faeces. Recent work conducted 
in our laboratory indicated that enteric-coated salicylate and riboflavine 
preparations had wide variation in in vitro disintegration time and level of 
urinary excretion by human subjects. The results suggested that to ensure 
full availability of medicament, and in the interests of safety, enteric- 
coated preparations should withstand the action of simulated gastric juice 
for sixty minutes and disintegrate within thirty minutes in simulated in- 
testinal juice. This suggested time limit may need to be altered, as in the 
case of salicylates, when quantitative in vivo information becomes available 
for other drugs. 


NEED FOR BASIC RESEARCH 

Despite the important advances that have been made in chemotherapeutics, 
there is a great need for basic research on the kinetics of drug absorption, 
metabolism ai:.! excretion. If information is not available on these points for 
individual drugs, it would seem difficult to modify absorption in a pre- 
dictable manner, particularly in multi-drug formulations. Adequate analytical 
methods are not available for the detection of many drugs and their 
metabolites in blood, urine and tissues. Objective clinical methods for 

measuring drug response in human subjects are urgently needed, as well as 
improved in vitro procedures. 
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SUMMARY 
Whilst enthusiastic claims are being made for various types of prolonged- 
action products, there are, as yet, relatively few valid data available to 
support them. It is known that some of these products either do not have the 
prolonged effect claimed or have relatively low availability. There are tech- 
nical difficulties involved in producing products in which release is delayed 
but not reduced and some products are obviously still in the developmental 
stage. 

Until more is known of the absorption, distribution and excretion of 
drugs and better methods are available for the characterization of modifica- 
tions in release rate, each physician should evaluate critically the claims 
made in the light of his own experience and knowledge. In doing this he 
should be aware that there is no substitute for properly controlled quant ta- 
tive in vivo data. Dragstedt’s (1958) statement bears repeating: “The cauticus 
physician would be wise not to become unwarrantedly optimistic as to the 
precision with which the prolonged-type preparations can achieve the 
theoretical goals envisioned for them’. There are good reasons for this 
cautious view until more information is available. 
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PRACTICAL DIETETICS 
XII.—CANTEEN DIETS 


By MARY E. FURNIVALL, B.Sc., M.S.(Nutrition) 
Consultant Dietitian, The Falkirk Iron Company Ltda. 


AN increasingly large number of people are now eating meals away from 
home. Whilst the shape and content of these may vary from a school dinner 
to an executive’s expense account lunch, the basic nutritional principles 
involved remain the same. It is sound physiological practice to take approxi- 
mately one-quarter of the day’s requirements of nutrients at each of the 
three main meals, according to physiological requirements, physical capacity 
and the prevailing social customs. 


DAILY REQUIREMENTS 
Details of the human requirements for individual nutrients are available in 
many textbooks. The standards most generally accepted in this country 
are those delineated by the B.M.A. Committee on Nutrition in 1950. This 
table has recently been reprinted in the current edition of “The Manual of 
Nutrition’ (1959). An accurate assessment of the exact quantity of nutrients 
a person is receiving is a time-consuming and complicated process. It is 
possible, however, to employ a simple yardstick by which the adequacy of a 
diet may be measured. The consumption each day of the following foods 
will meet the normal nutritional requirements of the average adult, whilst 
additional foods may be added to meet the needs of groups undergoing 
any particular physiological stress: e.g. pregnancy. 

(1) 1 pint of milk. 


(2) 3 helpings daily chosen from meat, bacon, fish, eggs, or cheese; with liver and 
fat fish, e.g. herrings, included at least twice a week. 


(3) A good source of vitamin C, such as fresh citrus fruit, a preserved citrus or 
ribus juice with a guaranteed ascorbic acid content, blackcurrants, tomatoes, 
brussels sprouts or new potatoes. 


(4) Wholemeal or enriched bread and cereals. 
(5) One or two helpings of green leafy and yellow or red vegetables. 
(6) 1 to 2 ounces butter or vitaminized margarine. 


(7) Additional sources of fats, starches and sugars where extra calories are required : 
e.g. as fat bacon, cakes, puddings, biscuits, preserves. 


(8) 2 to 3 pints of fluid a day. 
It should be emphasized, however, that this particular yardstick can only be 
employed effectively with British diets. Mexican peasants rarely, if ever, 
drink milk, but their calcium requirements are met through their practice of 
steeping the maize meal for their tortillas in lime water. 

No experienced caterer would attempt to feed any group of people without 
planning a detailed menu. This is most usually done on a weekly basis. 
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Nevertheless, when advice is to be given on institutional feeding standards, 
it is wise to be sure that such a menu does exist and jis used. Obviously 
there will be occasions when substitutions must be made in the menu if 
certain foods are not immediately available. Provided these changes are 
made by substituting, say, another vegetable of comparable value, then over 
a week the nutrients supplied will, on the average, be adequate. There may, 
however, be times when it would be prudent to ask for a record to be 
compiled of the foods actually served at table. 


HAZARDS OF LARGE-SCALE COOKING 

There are certain nutrients which are particularly liable to the hazards 
inherent in large-scale cooking. Ascorbic acid and aneurine are both soluble, 
and heat labile, particularly in the presence of an alkali. It is usual to assume 
that 50 per cent. to 70 per cent. of the aneurine, and up to 75 per cent. of the 
ascorbic acid, present in fruits and vegetables will be destroyed by cooking 
and any subsequent draining off of the cooking liquor. Further destruction 
will be caused by keeping vegetables hot or reheating them. In order to 
obtain the best value possible from vegetables they should be cooked in 
small batches, with the minimum of water, for the shortest practicable time, 
and then served quickly and not kept hot over a period. The utilization of the 
cooking liquor should be encouraged, within reasonable limits, for stews, 
gravy and soups. It is not wise to press the use of vegetable water to the 
point when all savoury dishes are permeated with cabbage essence. Success- 
ful small-batch cooking of vegetables requires competent organization and 
accurate timing. It is also essential to have suitably sized boiling pans. 

People who eat all or most of their meals in an institution tend to grumble 
about the food. Whilst these grumbles may well be justified and remediable, 
often they appear to be ‘catching’ and may reflect other dissatisfactions of 
the residents. The inclusion, wherever possible, of alternative dishes in the 
menu will do much to promote satisfaction with institutional feeding. The 
introduction of new dishes via a ‘sampling table’, where preferences can be 
expressed, is one means whereby the residents can be given an active 
opportunity of taking part in menu construction. Although the ideal of a 
family-style service may be difficult to achieve, every effort should be made 
to make the act of cooking and serving food to residents as individual a 
relationship as possible. 

BOARDING SCHOOLS 

Boarding schools have a specific problem in that they must meet the varying 
nutritional requirements of different age-groups. It should always be borne 
in mind that an adolescent boy has a greater requirement for nutrients 
than an adult man of average activity. The inclusion of 1 to 2 pints (0.5 to 
1 litre) of milk, and three large helpings of meat and the like, should ensure 
that the basic requirements for protein and calcium are met. The variation 
in caloric requirements may best be covered by arranging for additional 
bread, porridge, cereals, potatoes, soups, and the traditional ‘stodge’ and 
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other puddings, to be freely available. A daily intake of 15 mg. of iron is 
recommended for adolescents. Liver, eggs, dried fruit, black treacle, syrup 
and ginger-bread are all good sources of iron which may easily be incor- 
porated in the menu. It is neither necessary, nor desirable, for a child’s 
average daily intake of vitamin D to be more than 4oo I.U. The use of 
concentrated sources of vitamin D is rarely essential when a child eats well 
of varied foodstuffs. 
FACTORY CANTEENS 

The majority of factories provide canteen facilities for their workers. 
It is usual for the management to subsidize the operation of the canteen, 
where the facilities may vary from an automatic tea-vending machine to a 
24-hour service of meals. The amount and type of food which will be 
purchased vary enormously from district to district, and from trade to 
trade, even in the same factory. Pyke has published a comprehensive 
coverage of the subject in his book ‘Industrial Nutrition’. In general the 
aim should be to provide a third of the day’s requirement of nutrients for 
each shift. Again the menu should be planned to satisfy variable calorie 
intakes. Staggered meal breaks should not be allowed to become an excuse 
for keeping food hot over long periods. In some canteens special meals 
are offered to adolescents (under 18) to encourage them to eat adequately 
at a price within their means. These meals offer an excellent opportunity 
for instilling good nutritional principles. Many factory canteens also make 
some provision for supplying food for workers requiring therapeutic diets. 
This may be simply the daily inclusion of a dish ‘suitable for gastrics’ in the 
menu. In other places a meal may be specially plated. Where this is done an 
arrangement should also be made to get the food to the person concerned 
without any obvious fuss. 


HOMES FOR OLD FOLK 
The nutritional needs of old people are very little different from those of 
normal adults, except that the caloric requirement will decrease as the output 
of energy lessens. People who come to live in a geriatric home have not 
always bothered very much about cooking adequate meals previously. They 
may have additional requirements for ascorbic acid, iron, calcium and 
possibly vitamin D and the vitamins of the B complex. These nutrients 
may have to be supplied as concentrates initially. In planning menus for 
older people emphasis should be given to the provision of simply cooked 
foods. It is wise to include drinks and snacks to avoid long periods between 
meals. Free and easy access to drinking water in living rooms can encourage 
an adequate consumption of fluids among those who find walking difficult. 
Older people who reject oranges as too acid may be persuaded to take them 
if they are presented as segments with custard or evaporated milk, or as 
juice with a biscuit for those with poor dentition. It is not always easy to 
find catering staff for old people’s homes. This difficulty, however, should 
not be allowed to become an excuse for serving the last meal of the day at 
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16.30 or 17.00 hours. A deliberately limited afternoon meal of the tea and a 
biscuit type should be followed by a supper, including a protein-containing 
dish, about 18.00 to 19.00 hours. A hot milky drink can be prepared and left 
ready in thermos jugs for easy service, with a biscuit, about 21.00 hours. 


CONCLUSION 
No intelligent caterers will resent being given practical advice about main- 
taining good nutritional standards for those they serve. Whilst it may be 
necessary to proceed by easy stages, it is usually possible to reach a solution 
to an outstanding problem. Good cooking is, in any event, essentially good 
nutrition. 
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METHODS OF ADMINISTRATION OF OXYGEN 


THE three main methods of administering oxygen are by means of a mask, 
oxygen tent, or nasal catheter. 
MASKS 

In general, for adults a suitable mask covering both the nose and mouth is 
the most effective equipment for giving the oxygen. One of the most con- 
venient is the plastic disposable variety marketed by British Oxygen Gases 
Ltd. This type of mask is very light and the fine wire frame on which the 
plastic bag hangs is easily moulded to fit the patient’s face. It is essential, 
however, that a good fit be obtained and the flow of oxygen from the 
cylinder be adjusted until the reservoir bag distends fully at the start of 
exhalation and remains half-full at the end of inspiration. Usually a flow of 
about 6 litres per minute is required for this, but either the flow must be 
increased or the fit of the mask improved until these conditions are achieved. 
Otherwise, this type of plastic-bag mask simply acts as a rebreathing bag 
and increases the patient’s carbon dioxide (which may already be excessive) 
without adding significant oxygen. 

Whatever type of mask is used the oxygen from the cylinder must be 
humidified. Even if no bronchodilator aerosol is required the Wright 
nebulizer can be used as a means of humidification by simply putting water 
in it. The mist produced is so fine that it is carried like a gas down even a 
long length of tubing to the patient. An alternative is the ordinary bubbling 
bottle. But, with either, a reducing valve, not just a needle-valve, should 
be used on the cylinder. 
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OXYGEN. TENTS 

These are best made of transparent plastic and must have efficient means 
of circulating the gas within them, of clearing it of carbon dioxide by soda 
lime, and of keeping it cool with ice. The manufacturer’s instructions must 
be meticulously obeyed to achieve efficient air-conditioning within the tent, 
and the gas within it must be tested for carbon dioxide content with a 
colorimetric indicator, by the bedside, whenever there is any doubt about 
the efficacy of the carbon dioxide absorption. Tents are useful for those 
few adults who do not tolerate the light plastic masks,-but the feeling of 
claustrophobia, the difficulty of nursing the patient, and the time taken in 
efficient operation make tents generally much less useful for adults than the 
right type of mask. They are, however, especially useful for treating 
bronchopneumonia of childhood. 


NASAL CATHETERS 

Just occasionally a nasal catheter is better tolerated by an adult than a mask. 
The catheter is of soft rubber, lubricated well with a non-greasy jelly (e.g. 
Johnson’s K-Y jelly) but with analgesic paste rubbed over the catheter 
before applying the jelly. It is passed up the nose and advanced until its 
tip can just be seen below the soft palate through the mouth. It is then 
fixed in position with tape. The oxygen to the catheter must be wetted and 
a careful check kept to ensure the flow of oxygen remaining between 6 to 8 
litres per minute. It is most important, if a nasal tube is concurrently 
passed into the stomach for feeding, that the oxygen supply is not delivered 
into the stomach by mistake. If a patient has a tracheostomy it is sometimes 
desirable to enrich the air entering it with oxygen. This is best done through 
a side-tube, although a small rubber catheter can be placed directly into 
the orifice of the tracheostomy tube itself. In any case it is vital that the 
oxygen is efficiently wetted or else crusting may occur in the trachea. 


PEDIATRIC OXYGEN 
Of the methods of giving oxygen, the tent is the most satisfactory for 
children and the oxygen box for infants. Great care must be taken about 
carbon dioxide, humidity, and temperature control. Oxygen is occasionally 
administered to the newborn, very slowly and carefully, by intratracheal 
tubes if the lungs are not properly expanded, but this is a matter for expert 
knowledge and practice. In an emergency, oxygen can be given by an 
ordinary gastric tube into the stomach, and it then passes into the naso- 
pharynx. If this is done, two small gastric tubes should be passed; one is 
then connected to the oxygen supply, whilst the other is left open to air 
as a safety measure to prevent dangerous over-inflation of the stomach. 
Until recently, in spite of early physiological work showing that babies are 
used to marked hypoxia in utero, there has been the tendency to give oxygen 
to all cyanosed premature babies. It is now definitely established that giving 
high oxygen concentrations to such infants is the cause of retrolental fibro- 
plasia and subsequent blindness in some cases, so that oxygen concentrations 
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NOTES AND QUERIES 


greater than 40 per cent. should rarely be used. Less certain is the role of 
oxygen in producing hyaline membrane disease in the newborn, but animal 
and other experiments suggest that it may be incriminated. The alveolar 
membrane of a premature infant is very sensitive to oxygen and may well 
be damaged by high concentrations of the gas. This would lead to a reduced 
diffusing capacity and more cyanosis, relieved by more oxygen but initiating 
a disastrous vicious circle. This is not yet proven but, with the lesson of 
retrolental fibroplasia and the knowledge of natural uterine hypoxia, it is 
wise to avoid high oxygen concentrations for premature babies. 


DANGERS OF OXYGEN 

Much the greatest hazard is from fire or even explosion. Flames of any kind 
must be absolutely forbidden near patients receiving oxygen. It must not 
be forgotten that most patients with bronchitis and emphysema smoke 
cigarettes (one wonders why!) and that, mentally befuddled by hypoxia, 
they may well be tempted to try lighting a cigarette when they are having 
oxygen. Moreover, plastic fabrics and other materials do not just burn, they 
flare into a literal sheet of flame in the presence of oxygen. Also remember 
never to use grease of any kind to lubricate connexions to oxygen cylinders, 
for explosion may result. 

Oxygen poisoning, which is a very real hazard if oxygen is used under 
pressure as in sea-diving, is virtually non-existent when the gas is used at 
ordinary atmospheric pressure in the ward although, if high concentrations 
are given for long periods, throat dryness and retrosternal pain can occur. 
A more important, though still relatively uncommon, complication is carbon 
dioxide narcosis induced by giving the oxygen as discussed in my previous 
article. The danger of such respiratory depression should be remembered 
but, as already stated, it is dealt with not by withholding oxygen but by 
producing adequate ventilation. 

P. HuGH-JONES, M.D., F.R.C.P. 
Lecturer in Medicine, Postgraduate Medical School of London. 
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Management of Mild Angina 
Query.—The problem is a busy man, aged 48, 
who is beginning to feel angina of effort with 
electrocardiographic changes after exercise, and 
anormal blood pressure. The only other finding 
is an apparent circulatory deficiency in hands 
and feet shown by blueness and coldness of 
fingers and toes—most marked in cold weather. 
His blood cholesterol is 325 mg./100 ml. 

(1) He has been advised to take nitrites and 
is taking pentaerythrityl tetranitrate (‘my- 
cardol’) tablets, 2 thrice daily—do the experts 





agree or is there anything better? He has only 
rarely required to take these tablets. 

(2) He has cut out anirnal fat and is taking 
Boots’ corn oil (1 fluid ounce, thrice daily). 
Can this be obtained in capsule form? 

(3) Should he be on vitamin E and in what 
form and dosage? 


Rep_y.—The patient’s angina appears to be 
mild and the general management is ll- 
important. The small book ‘What You can do 
for Angina Pectoris and Coronary Occlusion’, 
by P. J. Steincrohn, M.D., could help this man 
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to organize his life. ‘Mycardol’ or other long- 
acting vasodilators are probably not suitable for 
use over a long period. They tend to detract 
from the proper use of trinitrin. 

Dietetic restriction, avoiding animal fat and 
substituting corn oil, is increasingly advocated, 
especially when the serum cholesterol is raised 
as in this patient, but the evidence for its value 
is only suggestive and it is desirable for patients 
on this treatment to know the position. Boots’ 
corn oil is suitable. The dose is too large for 
administration in capsule form. Corn oil pro- 
duces gastro-intestinal upsets in some patients 
and the taste is by no means acceptable to all. 
Tolerance can usually be acquired but prolonged 
use of corn oil for an arbitrary period of at least 
one year is envisaged, and it is probably best 
not to embark on it in this patient who may 
have a naturally good prognosis. I would not 
advise prolonged anticoagulant therapy in this 
patient. Vitamin E has not fulfilled its early 
promise. 

The Raynaud’s phenomena mean that in 
winter the patient should take special care to 
avoid undue exposure to cold, since peripheral 
vasoconstriction may be associated with coronary 
vasconstriction. 

C. J. GAVEY, M.D., F.R.C.P. 


Blood Lipoproteins 

Query.—I have in my practice a number of 
executives of varying degrees of seniority and 
age. Would it be of value if I had their blood 
lipoproteins estimated at regular intervals? 


Repty.—On the evidence at present available, 
it seems reasonable to take up the position that 
an attempt to reduce the blood fats by dietetic 
restriction, or the use of maize oil, should be 
confined to those patients who have recently 
had a coronary thrombosis, suffer from angina 
of effort, or have a bad family history of de- 
generative arterial disease together with raised 
blood cholesterol and lipoprotein levels. 

If this restriction of indications is accepted 
business executives who are fit and well should 
not have the fat in their diet severely restricted, 
and thus there would be no reason for estimat- 
ing their blood lipoproteins as in the absence of 
the above indications it would not lead to posi- 
tive action. There is more to this than a desire 
not to interfere unnecessarily with people’s 
lives, since, with all investigations the sig- 
nificance of which is not yet fully understood, 
there is a risk that too much attention may be 
paid to them in assessing a man’s future; in 
addition they may well promote undue anxiety 
in the patient. What would seem reasonable 
would be that middle-aged men under heavy 
pressure should be advised to keep their weight 
steady and moderate; this advice in itself will 
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involve avoidance of an excessive intake of fy 
and lead them to take a moderate amount of 
exercise. 

JoHN RICHARDSON, M.V.O., M.D., F.R.CP, 


Anti-Atherogenic Diet 

Query.—Would you please criticize and im. 
prove the following anti-atherogenic dict de. 
signed for a patient suffering from coronary 
insufficiency, or for those who have had coronary 
thrombosis or who, because of their age (40 to 
60), profession (general practitioner), or high 
blood cholesterol (400 to 600 mg. per cent.) are 
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‘preselected’? 

Avoid: Butter, margarine, eggs, cakes, and 
dishes made with these, fat meat, liver, kidney, 

You may have: Lean meat, fish, all vegetables, 
jam, marmalade, bread and toast. 

Instead of cooking fat, use vegetable oil, such 
as maize oil or corn oil. 

Cut down milk, using when possible skim 
milk. 
Rep.ty.—The principles upon which this diet is 
based are sound enough in the light of current 
knowledge. There is, however, no reason to 
forbid liver and kidneys, but ham, bacon, 
sausage and stews are best avoided. Maize oil 
and corn oil are synonymous; other useful 
vegetable oils are ground-nut, sunflower, 
cotton-seed and tea-seed (but not coconut), 
Some proprietary margarines, cheeses and milks, 
e.g. ‘alphona’ and ‘corolac’ brands, in which 
unsaturated vegetable oils have been substituted, 
are available and worth recommending, especi- 
ally the margarine since it can be used for baking 
cakes and so on as well as for spreading on 
bread. 

H. A. DEwar, M.D., F.R.C.P. 


Treatment of Gout 

Query.—In an article by Dr. Sydney Stillman 
(The Practitioner, December 1957, 179, 719) 
the treatment of gout by probenecid was 
described. We were advised to use sodium 
lactate to alkalize the urine during the treat- 
ment. In prescribing this I seem to have 
thrown the head factory of the largest drug 
manufacturers in Great Britain into utter 
confusion—they have been ten days especially 
making it for me, and even then their resources 
were strained to supply 8 ounces, which was 
half the amount I ordered. Is this difficulty 
usual, and would any other alkali be equally 
satisfactory? 

Repty.—I do not think there is any need to 
use sodium lactate with probenecid, but the 
main thing, especially when starting any of the 
uricosuric drugs, is to take plenty of fluids to 
avoid the urine becoming really acid. For this 
purpose anything such as a small dose of 
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potassium citrate or sodium bicarbonate will 
do. The more powerful the uricosuric agent 
the more important this is and, of course, 
especially so if there is any tendency to form 
calculi. 

G. D. KERSLEY, T.D., M.D., F.R.C.P. 


Addiction to Tranquillizers 

Query.—I would be grateful if you would tell 
me whether there is a danger of the drugs of 
the phenothiazine group becoming sources of 
addiction. I have a patient at present who takes 
several times the amount I ordered. This is 
possible as she is in the nursing profession. 
Previously, she had suffered from mild ergot 
poisoning from taking large quantities of that 
substance in the vain hope of preventing head- 
aches, not all of which were due to migraine. 
She has recovered from the latter only to be in 
danger of taking excessive amounts of pheno- 
thiazine. There is probably a background of 
depression, but not one sufficiently overt to 
make it easy to arrange for a psychiatric opinion 
without further preparing the way if the 
patient’s confidence is to be retained. 


Repty.—Members of the phenothiazine group 
of tranquillizers vary considerably in the degree 
of their euphoriant effect. It is generally agreed 
that a tendency to addiction is related to the 
degree to which the drug is euphoriant in action. 
Perphenazine is probably the most euphoriant, 
and I have known one patient refuse to take 
more of it on the grounds that he was afraid 
of addiction because of this. Cases of ‘addiction’ 
to meprobamate, however, a_ tranquillizer 
which is not of the phenothiazine group but 
counteracts anxiety, are reported, though it is 
not euphoriant. 

Chlorpromazine itself is perhaps the least 
euphoriant member of this group, and there is 
no chance of a genuine addiction being formed. 
In fact, chlorpromazine is commonly used in 
the treatment of alcoholism, and no case, to my 
knowledge, has been reported of a craving for 
alcohol being translated into a craving for 
chlorpromazine. No drug, however, should be 
used for longer than is strictly necessary. 

There is a type of hysteric who is prone to 
take any drug to excess, chiefly in order to 
attract attention to himself, and the patient 
teferred to in this query may well belong to 
this group. 

A. SPENCER PATERSON, M.D., F.R.C.P.ED. 


Treatment of Subungual 
Hamatoma 

Dr. A. B. PARTRIDGE writes: I read with interest 
the Practical Note on subungual hematoma in 
the August issue of The Practitioner (p. 236). 


773 


In my experience the most valuable treatment 
for this condition is given, not within 3 to 4 
days, but within 3 to 4 seconds. It consists of 
immediately wrapping a handkerchief as tightly 
as possible round the injured digit, and keeping 
this on for 20 minutes. The nail will continue 
to grow without deformity—at most there will 
be a light brown stain. I can speak from per- 
sonal experience as I have more than once 
carried out this procedure on myself—and 
successfully. Speed is essential. 


Jack the Baboon 


JUST after our November issue had gone to 
press we received a letter from Mr. Albert 
Marr, of Pretoria, the owner of Jack the Baboon, 





hi 





enclosing the accompanying photograph of 
‘Jackie’, as he was known, and his owner. In 
his letter Mr. Marr recalls that he was with 
Jackie when he was wounded and that it was he 
who brought him to the Brigade H.Q., where 
Dr. Woodsend performed the amputation. In 
view of the widespread interest which has been 
aroused by the story of this former mascot of 
the 1914-18 War, we feel that many readers 
will be interested in this photograph of ‘Jackie’ 
and his owner. 
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PRACTICAL NOTES 


Influenza 

In discussing the chest complications of in- 
fluenza, C. H. Stuart-Harris (British Medical 
Bulletin, September 1959, 15, 216) notes that 
abnormal signs in the chest, such as patches of 
rales suggesting localized or generalized bron- 
chitis, occur in about 20% of adults. The 
incidence is probably less in children. In a 
smaller number of adults, and especially in those 
with pre-existing chest disease, pneumonia 
accompanied by radiological evidence of con- 
solidation, develops either concurrently with 
the influenza or subsequently. When it sets in 
during the post-influenzal period, pneumonia is 
often due to the pneumococcus but differs 
from ordinary pneumonia in that the patient is 
more cyanosed and dyspneeic. It responds, how- 
ever, to antibiotics in the same way as ordinary 
pneumonia. The form of pneumonia which 
develops within a few days, or even hours, of 
the onset of influenza is a much graver illness, 
and signs of circulatory collapse with tachy- 
cardia and hypotension occur. Marked cyanosis, 
intense dyspnoea, and delirium are of grave 
prognostic significance. The sputum may be 
frankly purulent or bloody, and often contains 
Staphylococcus pyogenes. In cases which do not 
respond to antibiotics, death may occur within 
a matter of hours, or may be delayed for several 
days. 


Vascular Complications of 
Cervical Rib 


THE majority of patients with vascular compli- 
cations of cervical rib complain of pain in the 
forearm, sometimes spreading proximally to the 
arm, according to Sir James Paterson Ross 
(Annals of Surgery, September 1959, 150, 340). It 
is felt on exercise—particularly if the limb is 
being used in the elevated position—and it is re- 
lieved by resting the limb. Most of the patients 
also complain of coldness of the affected hand— 
sometimes of the arm—which is often sudden 
in onset. They may also complain of the hand 
being bluish when dependent and pale or 
mottled when raised. Paresthesia in the finger 
and numbaess of the finger-tips are common 
complaints—often erroneously attributed to 
compression of the nerves. Shallow indolent 
ulcers by the side of the finger-nails or over the 
finger-pulp are common, but gangrene of the 
digits is rare. On examination it is commonly 
impossible to feel any pulse beyond the middle 
or even the proximal end of the brachial artery. 
There may be some ill-defined diminution of 








sensation in the fingers, but there is no sensory 
loss corresponding to the distribution of peri. 
pheral nerves or nerve roots. The bony abnor. 





mality is a complete cervical rib which forms q 
diarthrodial joint with the first thoracic rib, 
This stretches and indents the subclavian artery 
as it passes over it. The clinical features of the 
resulting vascular complication ‘indicate em. 
bolic occlusion of the main arteries of the upper 
limb; arteriography confirms the diagnosis’, 
Treatment consists of excision of the cervical 
rib and the hyperostosis on the first thoracic rib 
to free the subclavian artery. This is followed 
by an upper thoracic sympathectomy. The sub. 
clavian artery should not be excised. 


(Estrogens and Acne 

IN the opinion of L. Forman (Proceedings of th 
Royal Society of Medicine, October 1959, 52, 
850), cestrogens have no place in the treatment 
of acne in the male, except perhaps in cases of 
acne conglobata with severe suppuration. In 
support of his view he reported a case of per- 
sisting gynecomastia following cestrogen therapy 
for acne in a man aged 28, who was first seen, 
with acne of the face, chest and back, in 1945 
at the age of 14. He was treated with implants 
of stilbcestrol: two tablets of 100 mg. each. The 
acne improved but relapsed after eighteen 
months. A second implant of 200 mg. of stil- 
beestrol was made when he was 16, and there 
has been no recurrence of the acne. After each 
implant the testicles and penis diminished in 
size and the breasts enlarged. The genitalia 
recovered to the normal size and sexual function 
returned but, when seen at the age of 28, the 
breasts were ‘markedly pendulous and a source 
of embarrassment to the patient’. Mastectomy 
was performed, and the breasts were found to 
contain ‘a large amount of fat and a few areas 
of firm white glandular tissue’. The position 
with regard to girls is somewhat different, and 
here it is considered that ‘cestrogen therapy of 
acne in girls may be indicated if there is evidence 
of cestrogen deficiency provided by a history of 
scanty or irregular periods’. Dosage, however, 
must be small, or else troublesome bleeding may 
result. 


Herpes Zoster in Children 

Herpes ZOSTER is not as rare in children as some 
would contend, according to R. K. Winkelmann 
and H. O. Perry (Journal of the American 
Medical Association, October 17, 1959, 171, 876) 
in a report giving details of seven cases (aged 
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, months to 5 years) seen in the past three 
years at the Mayo Clinic. The most frequent 
sites of involvement in children are the trunk 
and the proximal part of the extremities. 
‘A herpetiform grouping of vesiculo-bullous 
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occur in the cutaneous eruption, ‘although 
typically it is not present’. Enlargement of the 
regional lymph nodes is ‘a consistently asso- 
ciated clinical feature’; these nodes are usually 
freely movable and non-tender. The course of 
herpes zoster in children is ‘uniformly un- 
eventful and extremely short’, though compli- 
cations may arise such as herpes generalisatus, 
cutaneous gangrene, and mild meningitic symp- 
toms. Post-herpetic neuralgia does not occur in 
children. Only one of the children in the Mayo 
Clinic series had not had varicella—the 7- 


Emonth-old infant. In discussing treatment it is 


reported that the continuous application of 
dressings wet with a 0.25% solution of alu- 
minium subacetate, with changes every two or 
three hours, for twenty-four to forty-eight hours 
will relieve symptoms and dry the vesicles or 
bulla. If the lesions are asymptomatic, a simple 
lotion, such as starch calamine, may be used. 
If secondary infection occurs, application of a 
wet dressing or a local antibiotic, in a water- 
soluble ointment or both, is said to be satis- 
factory. 


Postoperative Vaginal Discharge 
‘Most gratifying results’ are reported by W. H. 
ReMine and T. R. Murphy (Proceedings of the 
Staff Meetings of the Mayo Clinic (Septem- 
ber 16, 1959, 34, 459) from the use of strepto- 
kinase and streptodornase in the treatment of 
postoperative vaginal discharge. The indication 
for their use was ‘the postoperative presence of 
a profuse, foul-smelling vaginal discharge’. The 
preparation used was ‘varidase’, which contains 
100,000 units of streptokinase and 25,000 units 
of streptodornase. This was given in the form 
of a thin jelly administered by a syringe through 
a catheter placed in the vagina. The correct 
consistency was obtained by mixing the given 
dose in 20 ml. of water and adjusting the vis- 
cosity to the syringe by adding standard hos- 
pital lubricant jelly. The patient was kept flat 
in bed for half an hour after the instillation. 
Treatment was usually begun on the fifth or 
sixth postoperative day and continued for two 
or three days. In 87 of the 100 cases treated, 
the foul-smelling discharge was completely 
eliminated. In another eight it was ‘considerably 
decreased’. There was no instance of bleeding 
or other complication. 
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Disinfection in Anesthesia 

‘Too little attention has been paid to the disin- 
fection of instruments used during anesthesia’, 
according to H. Beeuwkes and A. E. D. v.d. 
Vijver (British Journal of Anesthesia, August 
1959, 31, 363). They have therefore investigated 
the problem and their conclusion is that chlor- 
hexidine is the most suitable disinfectant for 
anesthetic equipment. The following are some of 
their recommendations. Rubber tubes and para- 
tubes and airways are first cleaned under running 
tap water with a synthetic detergent and a 
culture-tube cleaner. They are then immersed for 
half-an-hour in a solution containing 0.1% w/v 
chlorhexidine and 0.62% w/v ‘tween 80’ in 
distilled water, and finally rinsed with saline 
and dried with sterile compresses. Endobron- 
chial catheters and blockers are first immersed 
in a 0.1% solution of chlorhexidine for about 
an hour. They are then mechanically cleaned 
under tap water with a synthetic detergent and 
afterwards disinfected in the chlorhexidine- 
‘tween 80’ solution for half an hour. The hoses 
of the circle and semi-open system and the 
corrugated bag respirators are boiled in water 
for ten minutes once a week. It is also recom- 
mended that disinfection of the throat should 
be carried out by placing a tampon soaked in 
0.1% chlorhexidine in the pharynx after intu- 
bation, and that the endotracheal tubes be 
smeared with lignocaine ointment to which 0.1% 
of chlorhexidine has been added. Since using this 
last measure the incidence of postoperative sore 
throats, laryngitis and hoarseness has almost 
disappeared. 


Horseshoe Kidney 

IN an analysis of the results of 51 consecutive 
patients with horseshoe kidney admitted to one 
hospital over a twenty-five-year period, J. F. 
Glenn (New England fournal of Medicine, 
October 1, 1959, 261, 684) reports that the age- 
span was from birth to 92 years. The average 
age at the time of diagnosis was 34 years. 
Contrary to the general opinion that this con- 
dition is more common in males, the sex- 
distribution was approximately equal: 28 males 
and 23 females. The diagnosis was an incidental 
finding in about a fourth of the patients. The 
initial diagnosis was made radiologically in 
82.3%, as an incidental finding at necropsy in 
11.8%, and clinically in 5.9%. The most 
striking observation was that 27.5% of the 
patients ‘at no time either initially or subse- 
quently exhibited any symptoms or findings 
suggestive of complications due to horseshoe 
kidney’. About half of the patients had urinary 
infection at some time or other, obstruction was 
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a feature in more than a third, and nearly as 


many had urinary calculi. Twelve of the 
patients were operated on, the most common 
indications being hydronephrosis and calculus 
formation. In all the patients operated on the 
site of fusion was at the lower pole of the 
kidney, as it was in all the other patients in the 
series. Associated genito-urinary anomalies were 
quite common, and included two cases of 
benign adenoma, and one case each of bilateral 
ureteropelvic-junction stricture, congenital stric- 
ture of the uretero-vesical junction, reduplica- 
tion of the pelvis and ureter, urethro-rectal 
fistula, and cloacal urogenital sinus. The last of 
these was in a mentally retarded child. 


Ocular Onchocerctasis 

ALTHOUGH suramin has a microfilaricidal action, 
and produces an improvement in visual acuity 
in cases in which the ocular manifestations of 
onchocerciasis are mainly corneal, it is too toxic 
to be used in mass treatment, particularly 
when this is being carried out in the field by 
assistants with little medical training and where 
there are no adequate hospital facilities. This 
is the conclusion reached by C. M. McLean 
(British Journal of Ophthalmology, August 1959, 
43, 477) as a result of an investigation carried 
out in 374 patients-in North Ghana. On the 
other hand, diethylcarbamazine citrate, which 
has also a microfilaricidal action, is a reasonably 
safe drug for use in mass therapy; reactions are 
not severe, and are quickly controlled by anti- 
histamines. The major toxic reaction with 
suramin was albuminuria, which occurred in 
82% of cases; headache occurred in 20%, 
nausea and vomiting in 14%, cedema of the 
feet and legs in 80%, and giddiness in 6%. The 
commonest reaction with diethylcarbamazine 
was skin irritation which occurred in 74%; 
muscle and joint pains occurred in 62%, a 
papular rash in 50%, abdominal discomfort in 
24%, and headache in 22%. These were all 
controlled by mepyramine, and the use of di- 
ethylcarbamazine did not need to be interrupted. 


Enzymatic Zonulolysis 

BEcAUsE of its lytic effect on the zonule of the 
lens, alpha-chymotrypsin, ‘when used under 
appropriate conditions, seems to facilitate ex- 
traction of cataracts without producing any 
serious effect on the eye’, according to J. W. 
Henderson (Proceedings of the Staff Meetings of 
the Mayo Clinic, September 30, 1954, 34, 478). 
This conclusion is based upon his experience 
in using the enzyme in 22 eyes of 20 patients 
undergoing operation for cataract. None of the 
patients’ eyes suffered any major complication. 
In some of the patients cedema of the corneal 


THE PRACTITIONER 


epithelium was observed for a few days fo'lowing 
operation, but in every case this cleared withou, 
any residual opacification of the cornez. In; 
few eyes, in which the enzyme had been allowed 
to remain in contact with the lens for thre 
minutes or longer, there was some delay in th 
re-formation of the anterior chamber, but ip 
none of these patients did glaucoma develop i 
the three to four weeks of postoperative obser. 
vation. The view is expressed that alph. 
chymotrypsin will be most useful in the surg 
of cataract in patients under the age of 60 years, 


Serum Protein in Skin Disease 

As a result of the analysis of the serum protein 
in 277 patients with different skin diseases, 
A. Tickner et al. (British Journal of Dermatology, 
October 1959, 71, 351) report that in exfoliative 
dermatitis low total protein is common and loy 
serum albumin the rule. In both pemphigoid 
and pemphigus vulgaris low albumin and rela, 
tively raised globulins are seen, but there ar: 
differences in the extent to which individual 
globulins are raised. In pemphigus vulgaris 
there is often an absolute rise in the «-globulin 
fractions, which is not seen in pemphigoid, and 
a tendency for the Y-globulin to be in the lo 
normal range. Thus, they found that 73% of 
cases of pemphigus vulgaris had a globulin of 
less than 1 g.% compared with 50% of casey 
of pemphigoid and 33% of normal subjects. 


Staining M. Lepre 

Tue following method of staining Myco- 
bacterium lepre in smears is said by R. Rhodes. 
Jones (Leprosy Review, October 1959, 30, 251) 
to have the advantage of ‘timed decolorizing 
and therefore gives consistent results. All stain- 
ing is carried out in Coplin jars. 

(1) Flame fix. 

(2) Stain with Ziehl-Neelsen stain at room 
temperature for twenty minutes. 

(3) Wipe stain from the back of the slide and 
work in tap water. 

(4) Decolorize in 5% sulphuric acid for five 
minutes. 

(5) Wash well in running water. 

(6) Counterstain with 0.1% toluidine blue for 
one minute. 

(7) Wipe off any excess’stain from the back 
of the slide and blot dry. 

Methylene blue, 0.1%, may be used instead 
of toluidine blue, but the author prefers the 
latter as it gives a clearer background. It is 
reported that this method has been in use # 
the East African Leprosy Research Centre fot 
ten months, ‘with excellent and_ consistent 
results’. 
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Synopsis of Ophthalmology. By WILLIAM 
H. HAVENER, M.D., M.S.(opxtH.). Lon- 
don: Henry Kimpton, 1959. Pp. 288. 
Figures 184. Price sos. 

Tuts book is described as designed to present 
the practical viewpoint of the practising ophthal- 
mologist to help physicians in their diagnosis 
and management of eye diseases. Physicians 
are what we would call general practitioners. It 
fulfils its task well and is exceptional of its kind. 
Its good arrangement is the first thing that 
impresses the reader. The opening chapter, on 
eye examination, is in fact lifted complete from 
e the author’s contribution to Prior and Silber- 
proteing stein’s ‘Physical Diagnosis’ and is a good 
iseases§ introduction. Titles of other chapters are 
itology,f unusual and interesting in such a work: e.g. 
oliativel ‘Diagnosis and management of the red eye’ 
nd low§ (most valuable), ‘Medical ophthalmology’, 
vhigoidf ‘The meaning of eye symptoms’, ‘Value of 
d rela-§ consultation and referral’. Though the fundus 
ere arf photographs inevitably suffer from the fact 
ividual§ that they are reproduced in black and white, 
ulgaris§ the photographs of external conditions are 
lobulinf quite exceptionally good. 
id, anf The descriptions are concise and accurate 
he lowR and many useful points are brought forward. 
3% Of The introduction to chronic simple glaucoma 
ulin off with its tabulation of suspicious features is 
f cases excellent. A simple point like the investigation 
S. of dandruff in managing blepharitis is homely 
but very relevant. Strabismus is shortly but 
adequately covered; the consideration of para- 
lytic before concomitant has much to recom- 
mend it. In a work of which we so fully approve, 
it would be almost churlish to point out dis- 
agreements; one may, however, mention that 
vernal ‘conjunctivitis’ is not truly a conjunc- 
tivitis, and we do not quite agree that xanthelas- 
mata suggest a strong possibility of the patient 
having diabetes. There are few points, however, 
to which exception can be taken. 

The type is excellent and the production 
admirable. Of its kind this book is well above 
its fellows and it would seem fully to justify its 
relatively high price. 
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Arterial Embolism in the Limbs: The 
Clinical Problem and its Anatomical 
Basis. By A. L. JACOBS, M.A., D.M., 
F.R.c.P. Edinburgh: E. & S. Livingstone 
Ltd., 1959. Pp. xii and 200. Figures 37. 
Price 355. 

TuIs monograph comprises a study of 122 cases 

of limb embolism in 69 patients. The material 

was studied from various viewpoints including 
the pathology, morbid anatomy, clinical fea- 
tures, diagnosis, outcome and prognosis and 
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treatment. An interesting chapter on the 
incidence of limb embolism in mitral stenosis 
is followed by one on etiology in which the fact 
is emphasized that heart disease of one sort or 
another is the common cause of embolism, the 
atrial arrhythmias being most important. It is 
interesting that there were only 6 cases of 
thyrotoxicosis in the 122 embolic incidents. 
Morbid anatomy is then discussed in detail and 
the conclusions are based on extensive dissec- 
tions and post-mortem arteriograms. The 
interesting view is put forward that consecutive 
thromboses is perhaps not so important a factor 
in precipitating gangrene as is commonly 
believed. The writer suggests that it is not 
possible to show any higher incidence of 
gangrene in embolic occlusions with major 
consecutive thromboses than in those with 
minor degrees of it. The clinical features of 
the condition are then presented with a careful 
analysis of the mode of presentation, the local 
symptoms and physical signs. 

Perhaps the most interesting chapter is that 
on the prognosis and this makes rather gloomy 
reading. In 30 per cent. of the cases, gangrene 
with loss of a limb resulted. In aortic bifurcation 
embolism the figure is 77 per cent. The larger 
the vessel which is occluded, the smaller the 
chance of limb survival. The clinical impression 
that upper-limb emboli are nearly always 
favourable is confirmed: 80 per cent. were 
followed by survival of the limb. There were 
only six operative cases in the series and this 
from the point of view of surgical interest is 
disappointing. In a valuable section on clinical 
signs in relation to prognosis the author indi- 
cates that if signs of severe ischemia have 
persisted for more than two hours after the 
onset, the outlook for the limb untreated is very 
poor. The chapter on the anatomical variations 
in the collateral circulation, based on many 
post-mortem arteriograms, makes interesting 
and valuable reading. The writer holds the view 
that arterial spasm contributes little to the 
progress of a case of arterial embolus and most 
of the evidence on which the concept is based is 
theoretical rather than real. 

The book is a most careful and thoughtful 
monograph in the best traditions of British 
medicine and can be thoroughly recommended 
to physicians and surgeons interested in cardio- 
vascular problems. 


Skin Diseases in the African. By G. H. V. 
CLARKE, M.B., B.S. London: H. K. 
Lewis & Co. Ltd., 1959. Pp. viii and 
169. Figures 261. Price 84s. 

Tuis is an atlas of black and white photographs 

of skin diseases in the African. After an interest- 
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ing introduction, which is all too short, the 
diseases are alphabetically arranged and dealt 
with in groups, according to their relative 
frequency in Africans and Europeans. There 
are short notes about most of the cases and a 
large bibliography. The quality of the photo- 
graphs is good and the volume is pleasant to 
handle. Photographs of skin disorders, parti- 
cularly in black and white, are most useful for 
illustrating descriptions of disease and for 
drawing attention to certain features such as 
distribution and morphology. With few excep- 
tions it is impossible to diagnose skin conditions 
accurately from photographs, and the latter are 
not always helpful even in differential diagnosis. 
For this reason a certain basic knowledge of 
clinical dermatology is needed if this book is to 
prove useful ‘for the practitioners new to 
Africa’, for whom it is primarily intended. The 
book will be of interest and use, however, to 
dermatologists in most parts of the world, and 
will be particularly interesting to those in 
Great Britain. Perhaps in future editions the 
author will expand his excellent introduction 
and enlarge some of the descriptive paragraphs 
attached to the illustrations. His method of 
grouping the diseases may be convenient in 
some circumstances, but a system based on 
etiology or pathology might be more acceptable. 
It is to be hoped that this book will run to 
further editions. 


Principles and Practice of Obstetric Anes- 
thesia. By J. SELWYN CRAWFORD, M.B., 
CH.B., D.A., F.F.A.R.C.S. Oxford: Black- 
well Scientific Publications, 1959. Pp. 
128. Figures 2. Price 2os. 

THE objects set out in the introduction are 

admirably met and are presented in such a 

manner as will stimulate many to delve further 

into the subject. This is made easier by a full 
and up-to-date bibliography. No criticism can 
be made of the historical and comparative 
introduction, or of the physiological and 
anatomical reviews of mother, placenta and 
child. Chapters on equipment and analgesia 
give a practical review of most recent drugs and 
methods. The two chapters on anzsthetic 
methods unfortunately fall short of the high 
standard of the rest of the work and might well 
lead the inexperienced anzsthetist into deep 

waters. The method of hypoalgesia (pp. 62-63) 

for dealing with an unprepared case (pp. 74-75) 

and the recommendation that ‘the patient should 

if possible be placed in the lithotomy position 

. .. before induction’ (p. 54) may all be criticized. 

Nevertheless, this book can be strongly recom- 

mended to anesthetists involved in an obstetric 

anesthetic practice or in higher examinations, 
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on account of the concise and well-presented 
background to the subject. 


Radiation Therapy. By Walter T. Murphy, 
M.D. Philadelphia and London: W. B. 
Saunders Co., 1959. Pp. xiii and rog1, 
Figures 476. Price £8 15s. 

THIs is one of the most comprehensive books 

on the radiation treatment of malignant disease 

that has been published. It details twenty-five 
years’ experience of an eminent American 
radiotherapist who has also made an exhaustive 
study of the literature, there being no fewer 
than 2,184 references in the text. The accent is 
on the clinical aspect of the subject. The 
clinicopathological presentation and, where 
possible, the relevant anatomy are discussed 
before details of treatment of growths at various 
sites and the order of results likely to be 
achieved. It cannot, of course, be expected that 
all radiotherapists will be in complete agree. 
ment with the author’s treatment techniques 
and dosage—for instance, his almost complete 
abandonment of radium in the treatment of 
cancer of the lip—but, as he writes in the pre- 
face, ‘there is no one, exclusive method of 

irradiating cancer’. Minor criticisms are: (1) 

Although entitled ‘Radiation Therapy’ it would 

be more appropriate if the words ‘of Malignant 

Disease’ were added as there is no mention of 

the use of radiation in non-malignant con- 

ditions. (2) In spite of the author’s world-wide 
survey of opinion, references to several impor- 
tant British articles are omitted, notably in the 
chapter on cancer of the thyroid. 

The book is intended for the specialist and 
will find a place in the library of every radio- 
therapy department. It will be invaluable for 
postgraduates studying for diplomas in medical 
radiotherapy and others interested in the sub- 
ject, but is too long and detailed for the mor 
general reader except for reference purposes. 

The volume is clearly and concisely written, 

well printed, profusely illustrated and there is 

an excellent index of subjects and authors. 

Dr. Murphy is to be congratulated on a worl 

which may come to be regarded as a classic. 


Diseases of Medical Progress. By Ropert . 
Moser, M.D. Springfield, — Illinois: 
Charles C Thomas;-Oxford: Blackwe 
Scientific Publications Ltd., 1959. Ppi 
xvi and 131. Price 36s. 

A REVIEW of this book must be factual rathe 

than analytical for it is essentially a fa 

compilation. Fifty-eight pages are devoted t 

text, fifty-six to references (approximately sixt 

of which are British) and the remainder % 
index. The subject of iatrogenic disease is on 
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that the profession cannot dismiss lightly. The 
perusal of this book is a reminder that almost 
every modern drug and antibiotic may produce 
an undesired reaction, which may vary between 
the extremes of unpleasantness and fatality. It 
js therefore a valuable work of. reference and a 
tribute to the painstaking labours of the author. 
Some of the drugs mentioned and some of the 
abbreviations used may be unfamiliar to the 
average British reader. 

The author wisely states in his conclusion 
that it is not his intention to induce temerity by 
detailing a long list of unintentional physician- 
induced diseases, but rather to advise caution, 
familiarization and rational evaluation of indi- 


ented 


‘phy, 
y. B. 
1041, 


Dooks 
isease 
y-five 
"rican 
ustive 
fewer 
ent is 


The § cations before any drug is used. 
where 
‘ussed f . 
arious | Disease, Life and Man (selected essays by 
to bef RUDOLF VircHOW). Translated and with 
i that{ an introducticn by LELLAND J. RATHER, 
agree-—§ M.D. Stanford, California: Stanford 
niques} University Press; London: Oxford 
npletef University Press, 1959. Pp. ix and 273. 
nt off Price 325. 6d. 
od ta Wuen Virchow died in 1902 the impact of his 
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death was compared to ‘the shock of the falling 
of a great tower’. Thus his contemporaries rated 
him; and his stature has not diminished in the 
succeeding half-century. Most English-speaking 
medical men are clear enough on the nature of 
his contributions; his classical ‘Cellular Path- 
ology’ has long been available in English. But 
of his more philosophical writings, few have 
heen translated. This volume is therefore very 
welcome; from Virchow’s enormous output 
st and i(his bibliography runs to approximately two 
radio-B thousand publications) Professor Rather has 
ile for selected, and very competently translated, ten 
redial essays, chosen to show his attitude to Science 
e sub-Band Medicine at different periods of his long 
> MOM # life, 

‘poses The first essay, on ‘Standpoints in Scientific 
Titel,’ Medicine’, appeared as an editorial in the first 
rere BEvolume of the Archives which Virchow had just 
ithotsBfounded in 1847, at the age of twenty-six. It 
 wotlfican have left his readers in no doubt that the 
ssic. Byouthful editor knew his own mind. Read today, 
when the standpoints which Virchow upheld so 
vigorously have long been accepted, its didactic, 
pugnacious style is at first almost repellent; one 
feels inclined to resent being preached at. But 
it was written at a time when a deal of forceful 
preaching was called for; Medicine in Germany 
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noires whom Virchow attacks repeatedly. And 
its reputation among the laity was poor; as 
irchow writes in another of these essays, ‘the 
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uncertainty of the pharmacopceia and the lack 
of faith in medical skill are such current catch- 
words that hardly a novel seems to be written 
in which a physician does not play a deplorable 
role’. From this shabby status German medicine 
rose in the next half-century to a splendid 
eminence; and to this revolution no one man 
contributed more than Virchow, by the remark- 
able combination of his scientific insight, tireless 
industry and vigour with the pen. He knew 
what was wrong with Medicine; he knew that 
he was right; and we know that he was right. 

These essays, spanning as they do this fifty 
years of revolution, are admirably chosen to give 
the English reader an insight into the gifts, the 
development anil the personality of this remark- 
able man. 


NEW EDITIONS 

Diseases of the Nose, Throat and Ear, by I. 
Simson Hall, M.B., F.R.C.P.ED., F.R.C.S.ED., in its 
seventh edition (E. & S. Livingstone Ltd., 215.) 
maintains all the attributes of previous editions. 
It is concise, practical and dogmatic, and re- 
mains the best practical book on the subject for 
the general practitioner and the _ student. 
Typical of the care with which the book is 
prepared is the fact that successive editions have 
been adequately brought up to date without any 
appreciable increase in size. This book may not 
contain the latest ‘advances’ of the pharma- 
ceutical companies, but it contains everything the 
practitioner needs to know. 


Diseases of the Nose, Throat and Ear, edited by 
Chevalier Jackson, M.D., Sc.D., LL.D., L.D.H., 
F.A.C.S., and Chevalier L. Jackson, M.D., M.SC., 
F.A.C.S., in its second edition (W. B. Saunders 
Co., £7) presents a complete and authoritative 
account of present American practice. The 
editors have been assisted by sixty-one out- 
standing authorities. The names of Lempert, 
Rosen, Fowler, Canfield and Shambaugh, who 
write on various subjects in the section on 
diseases of the ear, are an indication of the 
wealth of experience made available in this 
publication. As one would expect in a book 
edited by Chevalier Jackson and his son 
Chevalier L. Jackson, the diseases of the bronchi 
and cesophagus are dealt with fully and clearly. 
Converse writes on corrective plastic surgery of 
the nose and his contribution occupies seventy 
pages. It is a very complete account and beauti- 
fully illustrated. In fact the book throughout is 
profusely illustrated and the reproductions of 
photographs, drawings and radiographs are of a 
very high standard. Van Alyea writes interest- 
ingly and well on the modern treatment of 
disease in the various air sinuses and Proetz, 
Hansel and Ballenger all contribute to the 
section on the nose and nasal accessory sinuses. 
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Diabetic Manual, by Elliott P. Joslin, m.p., 
sc.D. (Henry Kimpton, 28s.).—The tenth 
edition of this, the first of the primers for dia- 
betic patients; provides a stimulating account of 
the essential features of diabetes mellitus and 
indicates the basic requirements for adequate 
control. Although written for an American 
public, no diabetic can read this book without 
developing new confidence in himself and in his 
ability to combat the disease. In discussing 
some of the more important complications of 
diabetes mellitus some authorities would be 
more cautious in their prognostications than 
Dr. Joslin but, since the prospects for improved 
treatment are constantly before us, he may be 
justified. General practitioners will find this 
book useful in facing the barrage of questions 
they may be asked by their diabetic patients 
and can readily recommend its purchase by the 
intelligent diabetic patient or relative. It is to 
be regretted that Dr. Joslin has not incorporated 
some of the newer and simpler methods of esti- 
mating the sugar and acetone in the urine but 
this criticism apart, and the fact that for the 
British reader the food compositions are not so 
readily adapted to Western Europe, the book 
will prove of value to both doctor and patient. 


ABC fiir Zuckerkranke, by Prof. Dr. F. 
Bertram, in its tenth edition (Georg Thieme, 
DM 4.20), is written for the layman, in a racy 
style which could well be commended to other 
German authors. The advice given is sound and 
comprehensive. There is always the risk of 
engendering morbid introspection by the 
patient in books of this kind but, if this risk is 
accepted, then the book can be warmly recom- 
mended to all readers of German both profes- 
sional and lay. If translated into English it 
might well prove a popular success. 


The Neurologic Examination, by Russell N. 
DeJong, M.D., in its second edition (Pitman 
Medical Publishing Co. Ltd., £7), has been 
brought up to date, and a short account of 
electroencephalography and neuroradiological 
techniques has been added. The subject order 
is unusual, for the sensory system takes pre- 
cedence, followed by the cranial nerves which 
are separated from the cerebrum by the motor 
system. The emphasis is on neuro-anatomy and 
physiology, and the clinical sections are notable 
for the inclusion of many rare neurological signs 
with their eponyms. The book would seem 
chiefly of value for reference, and for this 
purpose the good index and well chosen biblio- 
graphy will much assist the reader. 

Materia Medica and Pharmacology for Nurses, 
by J. S. Peel, M.p.s., third edition (Lloyd-Luke 
(Medical Books) Ltd., 24s.).—This is an elemen- 
tary book on materia medica for nurses, covering 


THE PRACTITIONER 





the New Zealand syllabus on the subject, Ip 
this edition some of the older remedies have 
been omitted whilst a number of new one 
have been added, including a useful section on 
anti-malarial drugs. Allowing for the fact that 
this is an elementary book there are omissions} 
which might well be considered to be of some 
importance to the nurse: for example, the intra. 
muscular injection of paraldehyde which was 
noted in a review of the previous edition. It is 
stated that intramuscular injections are given 
into the gluteal region without mentioning the 
dangers and the advantages of the outer side of 
the thigh. Santonin, without reference to hexyl- 
resorcinol, is given as the treatment for round- 
worms and there are no details about the use of 
various suppositories for constipation. The 
importance of allowing tablets of trinitrin to 
dissolve slowly in the mouth is not emphasized. 
The book is well produced and contains ample 
information for the final nursing examination. 
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Psychology, the Nurse and the Patient, by Doris 
M. Odlum, M.R.c.S., L.R.C.P., D.P.M., DIP.ED,, 
in its third edition (Iliffe & Sons Ltd., 153s.) is 
an excellent book in the Nursing Mirror series 
which every nurse should read, for it will help 
her to understand the human as distinct from 
the purely technical aspects of her work. 
earlier chapters deal with basic psychological 
principles. Chapter X gives sound advice on 
many special nursing problems and there is 
a very good chapter on children. The latter 
part of the book is devoted to simple descripti 
of psychoses and neuroses. The last 
brings the book completely up to date by 
the findings of the Royal Commission of 1954 
and the provisions of the new Mental Health 
Act. Some more figures about the frequency of 
mental disorders would be welcome in the next 
edition, for nurses in general hospitals have no 
idea how common serious mental disease is. 
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Number devoted to ‘Sedatives, Tranquillizers and Anal- way, \ 
gesics’, will be found on page A 134 at the end of the 
advertisement section. ij 
Fives 
ie gee Segoe see page 78 2 agains 
otes from the Continent see page 785. i 
Fifty Years Ago see page 787. strain: 
Motoring Notes see page A 101. B/ GL 
Travel Notes see page 105. ampot 


Bridge Notes see pa; 
Annual Report of Pg of General Practitioners§ Ltd., 
see supplement pages 1-48. . Kent. 





INDEX AND BINDING CASES 

The index to vol. 183 (July-December 1959) will be 
forwarded to all subscribers with the January issue. 
Binding cases for this and previous volumes are av vailable 
in green cloth with gilt lettering, price 6s. each, post free. 
The cases are made to hold 6 copies after the advertise- 
ment pages have been removed; they are not self-binding. 
Alternatively, subscribers’ copies can be bound at a 
inclusive charge of 15s. per volume; this includes the cost 
of binding cases and return postage. 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 


f ‘BILOPTIN’ capsules each contain 500 mg. of the 


sodium salt cf 8-(3-dimethylamino-methylen- 
amino-2,4,6 - triiodophenyl) - propionic acid. 
This is a new oral contrast medium which is 
said to constitute ‘a significant advance iu the 
radiological field because it permits, for the first 
time, the visualization of both gall-bladder and 
bile ducts reliably via the oral route’; side- 


‘§ effects are ‘extremely rare’. Available in tubes of 
-f 6 capsules. (Pharmethicals (London) Ltd., 20 


Gerrard Street, London, W.1.) 


‘BroxiL’ is the first of the new penicillins 
resulting from the isolation of 6-amino peni- 
cillanic acid. Its spectrum of bacteriological 
activity resembles that of penicillin G and 
penicillin V but, given orally, it is said to give 
blood levels two to three times as high as those 


f following administration of penicillin V and at 


least equal to those following intramuscular 
injection of penicillin G. As with all oral forms 
of penicillin, it is not recommended in deep- 
seated or chronic infections, and should not at 
present be used in cases of subacute bacterial 
endocarditis, meningitis or syphilis. Available as 
tablets containing 125 or 250 mg. of the potas- 
sium salt, in bottles of 12 and 100. (Beecham 
Research Laboratories Ltd., Great West Road, 
Brentford, Middlesex.) 


‘Direma’ tablets contain hydrochlorothiazide 
and are intended for the oral treatment of 
‘virtually all conditions previously treated with 
parenteral mercurial diuretics or with oral 
chlorothiazide’. They may be used either alone 
or to supplement existing treatment. Available 
as tablets of 25 or 50 mg., in tubes of 25 and 
bottles of 100 and 500. (Distillers Co. (Bio- 
chemicals) Ltd., Broadway House, The Broad- 


‘f way, Wimbledon, London, S.W.19.) 


‘FLUBRON’ is a ‘refined and concentrated vaccine 
against virus influenza’, prepared from the 
strains of A/Asian/Formosa, A’/PR301 and 
B/GL1739/54. Available in packs of 6 x 1-ml. 
ampoules or multi-dose vials of 10 ml. (Pfizer 
Ltd., 137-139 Sandgate Road, Folkestone, 
Kent.) 


‘Mytomipe’ tablets each contain 100 mg. of 
amylobarbitone and 10 mg. of bemegride and 
are said to be less toxic than equivalent doses of 
plain amylobarbitone. Advantages include re- 
duced risks from accidental or intentional over- 
dosage and possible reduction in liability to 
barbiturate addiction. Available in bottles of 50 


and 500 tablets. (Aspro-Nicholas Ltd., 225 Bath 
Road, Slough, Bucks.) 


‘NASEPTIN’ cream contains 0.1% of chlorhexi- 
dine hydrochloride and 0.5% of neomycin 
sulphate B.P. in a water-miscible base, and is 
intended for the treatment of nasal carriers of 
staphylococci. It is said to have resulted in a 
marked fall in the incidence of staphylococcal 
infection among treated individuals. Available 
in tubes of 5 g. (Imperial Chemical Industries 
Ltd., Pharmaceuticals Division, Fulshaw Hall, 
Wilmslow, Cheshire.) 


‘NEBRINAL’ timed-release tablets each contain 
50 mg., of pentobarbitone and 225 mg. of 
mephenesin B.P. The outer layer contains about 
two-thirds of the total dose of each drug and 
disintegrates rapidly ‘to provide immediate re- 
laxation and to induce sleep’, and three or four 
hours later the inner core disintegrates ‘to 
sustain relaxed sleep on a reduced dosage for a 
further three to four hours’ allowing the patient 
to awaken ‘refreshed and without “‘barbiturate 
hangover” ’. Available in containers of 50 
tablets. (A. Wander Ltd., 42 Upper Grosvenor 
Street, London, W.1.) 


‘PCM’ is a non-salicylate analgesic and anti- 
pyretic, each tablet of which contains 0.5 g. of 
paracetamol. Available in bottles of 100 and 
500. (H. R. Napp Ltd., 3 & 4 Clements Inn, 
London, W.C.z.) 


‘Va.ocis’ tablets each contain 50 mg. of thalido- 
mide, 250 mg. of aspirin and 250 mg. of phen- 
acetin and are intended for administration at 
night ‘to relieve pain and give restful sleep’. 
They may be used in patients with impaired 
liver or renal function or in whom respiratory 
depression must be avoided. Available in tubes 
of 12 and containers of 100. (Distillers Co. 
(Biochemicals) Ltd., Broadway House, The 
Broadway, Wimbledon, London, S.W.19.) 


PHARMACEUTICAL NOTES 
SmitH & NEPHEW PHARMAEUTICALS LTD. 
announce that their range of ‘pycamisan’ pre- 
parations now includes ‘pycamisan B.D.’ 
cachets, each containing 1.5 g. of sodium PAS 
and 37.5 mg. of isoniazid, presented in polythene 
tubes of 8. Each tube, one half of which is 
marked ‘morning’ and the other half ‘evening’, 
provides a full daily dose of 12 g. of sodium PAS 
and 300 mg. of isoniazid. Available in con- 
tainers of 240 and 480. (Bessemer Road, 
Welwyn Garden City, Herts.) 





782 


ROYAL SOCIETY OF MEDICINE 
THE next meeting of the Section of General 
Practice will be held at 8.15 p.m. on Wednesday, 
December 16, when the subject for discussion 
will be ‘Cooperation in General Practice’. The 
opening speakers will be Dr. F. H. Staines, Miss 
L. J. Gray, Miss A. Graham, and Dr. J. E. 
Haine. 


FORTHCOMING CONFERENCES 
Human Relationships in the Care of Mother and 
Baby will be the subject of a residential con- 
ference arranged by the Royal College of Mid- 
wives, to be held at St. Anne’s College, Oxford, 
from March 28 to April 1, 1960, inclusive. 
The conference will be open to all those whose 
work is concerned with the care of mothers and 
babies, and full details may be obtained from 
the Education Officer, Royal College of Mid- 
wives, 15 Mansfield Street, London, W.1. 


Health Education as a Part of Social Work will 
be the subject of a one-day conference to be 
held at Friends House, Euston Road, London, 
N.W.1 on January 28, 1960. Full details may 
be obtained from the Medical Director, The 
Central Council for Health Education, Tavistock 
House North, Tavistock Square, London, 
W.C.1. 


NEW JOURNAL 

THE current interest in psychosomatic medicine 
is evinced by the appearance of a new quarterly 
journal devoted to the subject: Revue de 
Médecine Psychosomatique. The editorial board 
includes Dr. M. Balint and Dr. R. Mac Keith 
from the United Kingdom, and Dr. E. 
Wittkower from Canada. The annual sub- 
scription outside France is 2,300 francs (Canada 
and the United States of America $5). The 
address is 12, rue Pierre-Geofroix, Colombes 
(Seine). 


A CENTENARY 

Or all the many journals that come into th 

editorial office, one of the most carefully 
studied is The Chemist and Druggist. It is there- 
fore with particular pleasure that we now offer 
our contemporary our sincerest congratulations 
on completing its first hundred years. The 
occasion has been marked by the publication of 
a magnificient Centenary Number. Profusely 
illustrated in colour, as well as black and white, 
it provides a fascinating review of the striking 
progress attained by pharmacy and the phar- 
maceutical industry during the last hundred 
years, thus maintaining its tradition for being, 
in the words of one of its contributors, a 
‘journal of infinite variety’. Judging from this 
issue the auguries are promising for the second 
century upon which it now embarks. 
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DISTRESSED GENTLEFOLKS’ AID 

i ASSOCIATION 

To commemorate its Diamond Jubilee in 1957 
the Distressed Gentlefolks’ Aid Association 
decided to build a new ‘model’ nursing home at 
Vicarage Gate, Kensington. This home is now 
completed and will be opened officially by the 
Queen Mother early this month. Constructed to 
accommodate 49 patients in 31 single rooms, 
three two-bedded and four three-bedded rooms, 


it has an atmosphere of comfort so often lacking] 


in homes for the chronically sick, and the 
standard of equipment and general amenities 
for the wellbeing of both patients and staff make 
it truly a model of its kind. The new building 
also houses the offices of the Association which 
can well be proud of its great work for those 
who, as the Chairman states in his Annual 
Report for the year 1959, ‘belong to a section of 
the community which is too often forgotten and 
too proud to beg’. Copies of the report may be 
obtained upon application to the General 
Secretary, Distressed Gentlefolks’ Aid Associa- 
tion, Vicarage Gate, Kensington, London, W.8. 


THE RED CROSS SOCIETY 
DurIncG 1958, 32 National Red Cross Societies 
and 69 home and overseas branches helped over 
1,100 adults and children to travel for health or 
compassionate reasons to or from 78 different 
countries. In addition, a total of over 19,670 
escort duties were undertaken in the United 
Kingdom. These are but two examples of the 
multifarious activities described in the annual 
report of the British Red Cross Society for 1958. 
As an example of this particular activity of the 
Society the following may be described. At 22.00 
hours one night an urgent request was received 
at national headquarters for help to enable 
parents to go to their daughter, taken critically 
ill while on holiday in Italy with her two small 
children. The parents had no passports, tickets 
or money, but they left London Airport at 
02.45 hours the next morning and were at their 
daughter’s bedside before 08.00 hours the same 
morning. 


THE PARTIALLY DEAF CHILD 
Tue British Association of the Hard of Hearing, 
the president of which is Sir Alexander Ewing, 
is considering the formation of a Young Hearing 


Aid Users’ League for partially deaf children} 


under the age of 16 years of age. The Association 
already has a Youth Section which caters for 
those between the ages of 16 and 35, but it is 
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felt that there are probably many hearing-aid fe 
users at normal schools who would appreciate #3 
joining such a section. Further information can 


be obtained from Mrs. A. Newberry, 20 
Coldharbour, Uffculme, Cullompton, Devon. 





ID CARING FOR THE BLIND 

Durinc the year ended March 31, 1959, the 
Royal National Institute for the Blind produced 
in Braille 478,066 newspapers and periodicals, 
1470 volumes of music, 54,102 volumes of 
literature, and 56,621 music and literature 
pamphlets. In addition, nearly 1000 new 
volumes of hand-embossed textbooks have been 
added to the students’ library. This brings the 
total in the library to a quarter of a million. The 
circulation of the Institute’s ‘talking book 
library’ of long-playing records of the best in 
literature reached a total of 2 million, repre- 
senting approximately 140,000 book titles. This 
library, as the annual report of the Institute 
tightly points out, ‘provides so much com- 
panionship and entertainment to the elderly 
and the house-bound blind’. 


THE BLIND AND THE 

COMMONWEALTH 
A COMMENDABLY ambitious five-year plan is 
outlined in the annual report of the Royal 
Commonwealth Society for the Blind. The 
major item will be the development of rural 
training. The scope of the problem can be ap- 
preciated when it is realized that in the Com- 
monwealth countries there are probably a 
million blind people of working age. The 
second item is the education of blind children, 
of whom there are at least 50,000 in the Colonial 
territories alone. At the moment, only 1,350 
of these are being educated. The third item is 
collaboration in the development of field trials 
which will be required if, as seems likely, a 
vaccine or improved method ef treatment is 
evolved from the recent isolation of the 
trachoma virus. To finance this five-year plan 
an additional income of {£250,000 will be 
necessary, which means increasing the Society’s 
annual income from its present level of £50,000 
to £70,000. 
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BRITISH GERIATRICS SOCIETY 
Ta general meeting of the Medical Society for 
e Care of the Elderly held in Belfast on 
September-24, 1959, the title of the Society was 
hanged to ‘British Geriatrics Society’. It was 







D also agreed to retain the former name as a 
earing, #subtitle. At the same meeting Lord Amulree 
Ewing, @vas re-elected president of the Society. Dr. 






\. N. Exton-Smith (hon. secretary), Dr. P. 
Amold (hon. deputy secretary), and Dr. J. N. 
Agate (hon. treasurer) were also re-elected. 
Dr. T. N. Rudd was elected to the new office 
of honorary editorial secretary. The next 
general meeting of the Society is to be held in 
Bristol on April 1 and 2, 1960. Further informa- 
tion may be obtained from Dr. A. N. Exton- 
Smith, Whittington Hospital (Highgate Wing), 
Dartmouth Park Hill, London, N.19. 
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BRITISH STUDENT TUBERCULOSIS 
FOUNDATION 

THE several units of the British Student 
Tuberculosis Foundation have now beef 
brought together to form a permanent centre, 
with 32 beds, for the treatment and rehabilita- 
tion of students with tuberculosis at Pinewood 
Hospital, Wokingham, Berkshire. Both men and 
women students are admitted. Treatment is 
provided for students from the first diagnosis of 
their tuberculosis until they are ready for final 
discharge from hospital. At Pinewood students 
may receive medical treatment under the 
National Health Service- while they continue 
to work in their chosen field, and, in some 
cases, take their examinations. It is the essence 
of the academic work at Pinewood that students 
should be able to continue with their studies 
with as little interruption as possible from the 
time of diagnosis. The academic needs of each 
student are assessed with advice from his own 
University or College tutors and he works with 
one or more tutors, who are responsible for 
seeing him regularly and directing his work. 

Inquiries concerning the admission of student 
patients to the Student Centre should be ad- 
dressed to the Secretary/Administrator, British 
Student Tuberculosis Foundation, Pinewood 
Hospital, Wokingham, Berkshire. 


RECIPROCITY WITH TURKEY 

A CONVENTION on Social Security between the 
United Kingdom and Turkey has been signed, 
which covers sickness, maternity, death, retire- 
ment and industrial injuries benefits provided 
by the schemes of National Insurance in this 
country and the corresponding benefits in 
Turkey. This provides equality of treatment 
for British and Turkish nationals, and people 
in both countries will be able to add together 
insurance contributions paid in the two coun- 
tries in order to determine the right to receive 
benefit. The Convention will come into opera- 
tion when it has been ratified; this date will be 
announced in due course. 


SMOKING HABITS OF U.S. DOCTORS 
IN 1954 and again in 1959 a survey was made of 
the smoking habits of members of the Massa- 
chusetts Medical Society. A comparison of the 
results of these two surveys, based on the replies 
from 4,574 physicians, has been made by 
L. S. Snegireff and O.M. Lombard (New Engl. 
J. Med., 1959, 261, 603). This shows that in 
1954, 34% of the physicians did not smoke, 
compared with 45% in 1959. In the same period 
the percentage of cigarette smokers fell from 
52% in 1954 to 39% in 1959. The most ‘spec- 
tacular’ decline was among those who smoked 
‘1 package’ or more daily: from 30.5% to 18%. 
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CALLIGRAPHY 

THE worst handwriters are doctors, according 
to a survey carried out by the Parker Pen Com- 
pany. Next to them come businessmen, followed 
by lawyers, scientists, journalists, shopkeepers 
and musicians. The best handwriters are 
accountants. Next to them come architects, 
civil servants, commercial artists, teachers, 
clerks, authors, clergymen, and librarians. 


PUBLICATIONS 

International Pharmacopeia. First edition. Sup- 
t'-ment.—This Supplement to the first edition 
of the ‘International Pharmacopeeia’ contains 
94 monographs and 17 appendices. The former 
include specifications for various hormone 
preparations, antimalarials and antibiotics which 
were not included in the earlier volumes. 
Although the specifications laid down have no 
legal standing as such in any country, they 
provide a valuable reference in allowing indi- 
vidual countries to attain some degree of 
international standardization—an increasingly 
essential aim in these days of international 
travel. (H.M. Stationery Office, price 25s.) 


Manual of Ostespathic Technique, by Alan 
Stoddard, M.B., B.S., D.O., M.R.O., D.PHYS.MED.— 
The author intends this book to be read both by 
osteopaths and by medical practitioners in- 
terested in manipulations. Would-be gate 
crashers into the little world of osteopathy must 
beware! It is an esoteric cult with its own 
abstract conceptions and vocabulary. Medical 
practitioners generally have no understanding 
of ‘osteopathic lesions’. If the clammy definition 
quoted on page 23 is anything to go by they need 
not bother. Happily most of the book is devoted 
to the description of the techniques of manipu- 
lations and this is excellent. The illustrations 
nearly always correspond with the text and both 
are lucid. It is unlikely that general practitioners 
do much manipulation on the consulting-room 
couch, but orthopedic surgeons and _ their 
satellites would be well advised to familiarize 
themselves with the techniques so beautifully 
displayed. Then surgeons will be able to meet 
wrenchers on their own ground. (Hutchinson 
Medical Publications, price 50s.) 


A Concise Textbook for Midwives, by Douglas 
G. Wilson Clyne, 8B.M., B.CH., F.R.C.S.ED., 
F.R.C.0.G., is based on the questions set by the 
Central Midwives Boards, and will serve as a 
valuable guide to pupil midwives and their 
lecturers. Pupils will appreciate the type of 
question and the answer expected of them. 
Lecturers likewise will appreciate the clarity of 
the text and the appropriate emphasis required 
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by the Central Midwives Boards. The subject 
has been presented concisely and simply with 
admirable illustrations where indicated. The 
scope of this book is such that a wider reading of 
obstetrics is advocated, but it should serve as a 
most useful adjuvant to a pupil midwives’ class. 
room and practical work. (Faber & Faber Ltd,, 


price 32s. 6d.) Pneumi 
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Principles of Administration Applied to Nursinf{in cert 
Service (WHO Monograph Series No. 41), byfthe ne 
H. A. Goddard, should prove useful to allfAlder : 
concerned with the management or instructionfifamily 


Handbook of Toxicology. Vol. IV. Tranquillizers, 
compiled by Maxwell Gordon and R. F. V, 
McCandless, and prepared under the aegis of the 
National Academy of Sciences, provides a useful 
summary of the relevant data with references, 
(W. B. Saunders Co. Ltd., price 28s.) 


A History of the Maida Vale Hospital for 
Nervous Diseases, by Anthony Feiling, M.D, 
F.R.C.P., is the official history of the hospital 
from its foundation in 1866 to the present day. 
It recalls in considerable detail the outstanding 
event in the hospital’s history: ‘the famous first 
case of a tumour of the brain being successfully 
diagnosed and removed by surgical operation’ 
by Sir Rickman Godlee on November 25, 1884, 
(Butterworth & Co. (Publishers) Ltd., price 153.) 


Low Salt Diets, by M. Toohey, M.D., M.R.C.P., 
D.C.H., and Rosemary Taylor, and Rh-Negative, 
by R. A. Zeitlin, M.R.C.S., L.R.C.P., are the 
two latest of the useful Family Doctor series 
booklets. (British Medical Association, price 1. 
each.) 





of nursing personnel. (H.M. Stationery Office fsuggest 
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Venture to the Arctic, edited by R. A. Hamilton, 
is a hardy and robust ‘Pelican’ dealing with§A resp 
arctic research, and reads splendidly from arm-§stimula 
chairs and warm beds. In 1952, a party of 25#micore 
men landed on north-east Greenland to carryfseur an 
out a two-year plan of scientific research. Thefpid c 
meteorologist edits the book and contributes afvenous 
chapter on his specialty, so do the other expertsfminute 
on glaciology, surveying, geomorphology andfproduc 
geophysics. But the two chapters which willfind re 
grip the medical reader’s attention are ‘Medicalfnormal 
Aspects’ by Surgeon Lieutenant J. P. Masterton,geen 
and ‘Physiology’ by Dr. H. E. Lewis who waiittation 
sponsored by the Medical Research Council andffforty to 
is thought to be the first person to be appointed minut 
to an arctic expedition as a wholetime physio-fiion we 
logist. Both are written with humour and dis-fkontent 
cernment. (Penguin Books Ltd., price 5s.) §C0, w 
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Pneumonia due to Pneumocystis carinii.—The 
first case in Belgium of fatal pneumonia due to 
Pneumocystis carinii has just been reported to 


1h 
FY the Belgian Royal Academy of Medicine by 
of the ?fofessor P. Dustin and Mme. R. Maurus. 


The case was that of a child with leukemia who 
had been receiving treatment with cortisone. 
At necropsy the organism was isolated from the 
alveoli. It is noted that similar cases have been 
reported from Central Europe, France, Great 
Britain, the United States of America, and 
Australia. Attention is drawn to the fact that 
this organism is often found in animals, and 
that a fatal pneumonia from infection with 
Pneumocystis carinii can be induced in rats by 
ssfully repeated injections of cortisone. 


ration’ ¥fuchs’s coloboma.—This is a congenital defect 
, 1884, of the choroid at the lower edge of the optic 
disc. Professor J. Frangois reports a case in a 
child, which has been followed for ten years 
and in which a full family history has been 
R.C.P,, obtained. The interesting feature of this case 
gative, Ris that in the child the eye defect was accom- 
are the panied by lilac staining of the granules in the 
er1es Of polymorphonuclear leucocytes, when these were 
rice U.Estained with azure blue. This unusual staining 
teaction is considered to be a form of the Alder 
phenomenon. This phenomenon is the presence 
Nursinfin certain families of coarse dark granules in 
41), byfthe neutrophil leucocytes—first described by 
to allfAlder in 1938. As a result of a study of the 
ructionffamily tree of this child, Professor Francois 
Office, §suggests that the eye defect is transmitted by 
a dominant gene, and that it occurs in homo- 
zygotes, whilst the Alder phenomenon occurs 
milton, heterozygotes. 
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ig withBA respiratory stimulant.—A report of a new 
m arm-stimulant of the respiratory centre (G.5668; 
y of 25micorene’) has just been published by L. Bras- 
o carrygseur and his colleagues. It can be used by either 
h. Thefapid or prolonged administration. The intra- 
butes afvenous administration of 675 mg. in twenty 
expertsJminutes (i.e. a rate of 30 to 35 mg. a minute) 
gy and—§produced satisfactory stimulation of respiration 
ch willfind restored the oxyhemoglobin to almost 
Medicalfnormal levels. Equally satisfactory results have 
sterton,goten obtained by the intravenous adminis- 
ho waifittation of 1,800 to 2,250 mg. over a period of 
cil andffforty to sixty minutes (i.e. a rate of 35 to 55 mg. 
pointed minute). In all the patients so treated, respira- 
physio-ftion was much improved, the arterial oxygen 
nd dis-fcontent was raised and the partial pressure of 
5s.) §°O, was lowered. Details are given of two 
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patients with cor pulmonale and a very high 
pulmonary blood pressure, to whom a pro- 
longed perfusion of G.5668 was given along 
with the inhalation of oxygen while cardiac 
catheterization was being performed. It is 
claimed that the intravenous infusion of 1800 
mg. of G.5668 over a period of twenty to forty 
minutes counteracted the depressant effect of 
the oxygen in the respiratory centres and 
lowered the pulmonary blood pressure. The 
major indication for G.5668, however, is as 
a respiratory stimulant during acute infectious 
exacerbations in patients with emphysems and 
pneumoconiosis. 


The ‘milk-alkali syndrome’.—A case is reported 
by Fr. Grégoire and his colleagues of a patient 
with a duodenal ulcer who, over a period of 
fifteen days, took a packet of alkali powder 
(precise amount unspecified) and 200 grammes 
of milk every two hours. At the end of this 
period he presented a clinical picture of dif- 
ficulty in speech, visual hallucinations, and 
wasting. The encephalogram was _ grossly 
abnormal. Laboratory investigations revealed 
a marked state of alkalosis, a raised serum 
calcium with diminished urinary calcium, and 
renal insufficiency, a low serum potassium, and 
a low serum phosphate with a rise in the phos- 
phate clearance/endogenous creatine clearance 
ratio. After the withdrawal of all alkalis and 
ten days on a low-calcium diet, there was a 
marked improvement in the mental condition 
and the electroencephalogram had returned to 
normal. 


Athletic efficiency and blood donors.—According 
to M. Ostyn and H. J. Styns there is no justi- 
fication for the statement that the giving of 
blood interferes with athletic efficiency and that 
therefore athletes in training should not act as 
blood donors. This statement is based on a 
report of Karpovich and Millman that the loss 
of 500 ml. of blood had an unfavourable effect 
on athletic efficiency for as long as twenty days. 
Balke and his colleagues, on the other hand, 
found no such effect; indeed, they claimed that 
efficiency was much better some ten days later. 
Ostyn and Styns have now investigated the 
effect of the withdrawal of 300 to 400 ml. of 
blood on the athletic efficiency of 28 students. 


_In no case could they find any evidence of any 


adverse effect upon such efficiency nor was 
there any adverse effect on the expected 
improvement resulting from training. 
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Bone marrow grafts——A successful case of bone 
marrow grafting carried out in 1950 is reported 
by A. Colarusso. The case was one of severe 
hemorrhagic purpura associated with aplastic 
anemia following a course of treatment with 
arsenobenzol and bismuth. As there was no 
response to any other form of treatment, 
including repeated blood transfusions, she was 
finally given a bone marrow graft from her 
husband who belonged to the same blood group. 
In spite of the severity of the aplastic anemia, 
the patient made a complete recovery, and in 
the intervening period there has been no 
recurrence of any blood dyscrasia nor has 
there been any evidence of adverse reaction to 
the graft. The successful result in this case is 
attributed to several factors. (a) The graft, or 
transfusion, was given immediately after the 
marrow was obtained from the donor. (b) It 
was given into the recipient’s bone marrow and 
not intravenously. (c) It was given into several 
sites—i.e. the sternum and iliac crests—and not 
into one site alone. (d) Repeated ‘transfusions’ 
were given, and not just a single one. 

In discussing why the graft apparently took, 
and why there were no reactions, it is sug- 
gested that this was due to the fact that during 
previous pregnancies the patient had had several 
transfusions from her husband. This, it is 
suggested, had resulted in the patient develop- 
ing an ‘immunological tolerance’ to her hus- 
band’s red-cell antigens, which prevented her 
from developing antibodies to his bone marrow 
when this was grafted. 


Corenary and peripheral vascular disease.—The 
close correlation between coronary artery disease 
and obliterative peripheral arterial disease is 
stressed by V. Eliseo and his colleagues. They 
report 17 cases of peripheral obliterative vascular 
disease which presented with symptoms of 
intermittent claudication, and in all of which 
evidence of coronary disease presented within 
a year. The importance of this observation lies 
in the field of prognosis, as sudden death due 
to coronary disease is not uncommon in such 
patients. On the other hand, these patients 
tolerate operations for the relief of their peri- 
pheral vascular disease—such as sympathectomy 
and splanchnicectomy—amazingly well in spite 
of their coronary disease. This, however, is no 
excuse for not preparing the patient carefully 
for operation. Among the measures recom- 
mended are the administration of oxygen, and 
coronary and peripheral vasodilators. This 


treatment should be continued postoperatively, 
and during this period analeptics should also 
be administered should there be any appreciable 
fall in blood pressure. Such treatment is 
particularly important in the case of old people. 

In the authors’ opinion, provided such treat- 
ment is carried out, there is no contraindication 
to surgical intervention in such patients, even 
in the presence of coronary ischemia. The 
position is quite different in the case of thrombo- 
angiitis obliterans. Here much more caution 
must be exerted in deciding upon operation in 
the presence of coronary ischemia. In such 
cases adrenalectomy is definitely contra- 
indicated, and even lumbar sympathectomy is 
not without considerable risk. 


Viral myocarditis.—In the opinion of G. Conca 
and N. Svilokos, increasing experience is 
showing that quite a number of cases hitherto 
classified as primary myocarditis are really cases 
of viral myocarditis. They give details of the 
case of a 5-year-old child who was admitted to 
hospital with acute heart failure, in whom the 
diagnosis of acute primary myocarditis was 
suggested. After full investigation, however, it 
was decided that the myocarditis was viral in 
origin, resulting from an attack of mumps. 
Several months after recovery there was still 
electrocardiographic evidence of myocardial 
involvement. It is noted that myocarditis is 4 
recognized complication of mumps, but that 
the prognosis is usually satisfactory. It is more 
likely to occur in adults (6.6%) than in children 
(2.8%). It is always an early complication, and 
never occurs after the second week. 


Chlorpropamide in diabetes mellitus.—As a result 
of their experience with the use of chlorpro- 
pamide in 37 diabetic subjects, F. De Ritis ‘and 
his colleagues conclude that the best results are 
obtained in patients over the age of 40. Patients 
controlled by small doses of insulin (less than 
40 units a day) responded best of all. Of nine 
patients requiring 40 to 100 units daily, they 
found that in three the use of chlorpropamide 
allowed the daily dose of insulin to be reduced by 
20, 25 and 50 units respectively; in the other 
six patients chlorpropamide had no effect at all. 
The authors conclude that, te be tolerated and 
pharrmacologically effective, the initial daily 
dose must not exceed 1 g., and the daily main- 
tenance dose must not exceed 500 mg. This 











applies whether chlorpropamide be used as the 
sole form of treatment, or merely as a means 0! 
reducing the daily requirement of insulin. 
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THE PRACTITIONER 
fifty Bears Ago 


‘Give me your hand and let me feel your pulse’-—Shakespeare: Comedy of Errors, iv, 4, 55. 
DECEMBER 1909 


Tue December issue begins with an address 
delivered at Gresham College by F. M. Sand- 
with, M.D., F.R.C.P., on ‘Pasteur, science and 
medicine’. When Pasteur attended the Inter- 
national Medical Congress held in London in 
1881 Sandwith was one of the large audience 


Leonard Findlay, M.D., D.Sc., F.R.C.P., F.R.F.P.S.G. 
(1878-1947) 


which rose and cheered him for several minutes. 
Turning to Sir James Paget, President of the 
Congress, Pasteur said uneasily ‘I am afraid 
I have come late; all this, no doubt, is for the 
Prince of Wales.’ ‘No’, said Sir James with his 
kind smile, ‘it is you they are cheering’. Sand- 
with also describes the reception held on 
Pasteur’s seventieth birthday, when Lister said 
‘You have raised the veil which for centuries 
had covered infectious diseases, you have 
discovered their microbian nature’. 
Discussing “The relief of headache by the 
correction of errors of refraction’, Duncan 
Matheson Mackay, M.D., Honorary Assistant 
Ophthalmic Surgeon, Hull Royal Infirmary, 
said the relief of headache is something sought 
by thousands of patients ‘and aimed at even by 
those medical men, who most firmly hold that 
it is the treatment of disease which is their 


function—not the relief of symptoms’. In 
desperation patients ‘betake themselves to 
their own treatment by means of advertised 
remedies. ““Treatment”, they call it, but, in 
reality . . . they are content if their attacks of 
headache can be relieved temporarily by the 
taking of “headache powders” . though 
occasionally their powders are so active that 
their heads are for ever put out of the reach of 
aches altogether’. Mackay sided with those 
‘whose position is represented, in perhaps a too 
extreme manner, by the American school, with 
Dr. George M. Gould as its mouthpiece’. He 
referred to the ‘counterblast by the Lancet to 
the teaching of Dr. Gould in his “‘Biographic 
Clinics’’,’ and to correspondence which showed 
that, though few British oculists attribute all 
ailments to errors of refraction, ‘many have 
recorded that the correction of even minute 
errors of refraction, has, in their own practice, 
relieved patients—not hysterical—of head- 
aches’. He concludes, ‘Every case of headache 
which is not removed by other means should be 
suspected of refractive error. . .’. 

Reviewing recent work on diseases of children, 
J. Hugh Thursfield, M.D., F.R.C.P., discusses 
acute anterior poliomyelitis: “The cause of the 
disease is unknown, but there is slowly accumu- 
lating a mass of evidence which inclines the 
profession to assign to the disease an infective 
origin . . . the hope of effective therapeutic 
measures lies in the discovery of the infective 
agent’. On ‘the prognosis of heart disease’ he 
urges ‘ . the collection and publication of 
carefully compiled statistics from the general 
practitioners of the country’. This, he contends, 
‘could hardly fail to be of great usefulness, and 
would probably lead to considerable modifica- 
tion of our present ideas on the subject’. In 
discussing ‘the treatment of chorea’ he is 
sceptical about the possibility of clinical dis- 
tinction between rheumatic and non-rheumatic 
cases. ‘Meanwhile we are convinced that Dr. 
Burnet’s plea for the more prolonged treatment 
of chorea on anti-rheumatic principles is an 
indication of the only course that a wise physi- 
cian should follow’. 

Leonard Findlay, M.D., Assistant to the 
Professor of the Practice of Medicine, Glasgow 
University, writes ‘On delay or retardation of 
the pulse as a sign of aneurysm’, stressing the 
divergence of opinion on asynchronism of the 
radial pulse in cases of aneurysm. In ‘The 
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Study of the Pulse’, he notes, Mackenzie gives an 
instance where digital examination suggested 
some delay of the left radial pulse, but further 
examination with the polygraph showed the 
two radial pulses to be absolutely synchronous. 
Findlay describes his experience with a patient 
suffering from aneurysm of the aortic arch. It 
appeared from digital examination that the ‘left 
radial pulse was considerably delayed after the 
right, but frequent examinations with the 
polygraph convinced me that the delay was only 
apparent, and must be the result of a false 
impression’. 

The work of Francois Frank had suggested 
that it might be possible ‘to distinguish between 
an inoperable aneurysm of innominate artery 
and the more curable one of the thoracic portion 
of the subclavian artery: in the former there 
would be delay of both the carotid and radial 
pulses, while in the latter the radial pulse would 
alone be involved’. Findlay used rubber tubing 
to construct ‘an artificial circulation, with 
‘aneurysms’ ballooned in the rubber at various 
points. From his experiments and from clinical 
experience he concludes ‘that an aneurysm or a 
dilated and more expansile part of a tube causes 
delay or increased retardation in the passage of a 
pressure wave along its course’. He maintains 
that in thoracic aneurysm delay of one of the 
radial pulses does occur, that it may or may not 
be present in the corresponding carotid, and 
that if the delay of the pulse wave is caused by 
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the wave passing through the aneurysm, 
delay should be a ‘most important diagnosti 
aid in the localization of the aneurysm’. Digit, 
examination, he contends, is not reliable. ‘ 
more delicate instrument, such as the clinical” 
polygraph, is necessary’. Leonard Findlay: 
(1878-1947) qualified in 1900 and proceeded 
M.D. four years later. Appointed lecturer in” 
medical diseases of infancy and childhood at 
Glasgow, he became first occupant of the 
Samson Gemmell Chair of medical pediatrics 
in 1924. Entering consultant practice in London 
in 1930, he became physician to the departm 

of children’s diseases at the Radcliffe Infirmary, 
He wrote on rickets, congenital syphilis, rheu- 
matic infections in childhood, and was co- 
author of a report on poverty, nutrition, and/ 


‘Clinical Study and Treatment Q 
Children’, 5th ed., 1933. A president of the 
British Pediatric Association, he was a stimu-) 
lating teacher who helped to make pediatrics’ 
an integral part of medical training. ‘ 
In ‘Some comfortable words about poisoning” 
S. Squire Sprigge, M.D.. gives assurance that 
‘scientific development, where criminal poison- 
ing is concerned, makes for security, for the law 
keeps ahead of the law-breaker’. Equal editorial | 
comfort is derived from the fact that, as. reported 
in ‘Notes by the Way’, 1909 is marked by ‘a 
record circulation, a record membership, and a 
record popularity’. T. H. B. 
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